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THE. KINSEY REPORT 


“SEXUAL BEHAVIOR IN THE HUMAN MALE” 
THIS IS THE MOST SIGNIFICANT STUDY OF ITS KIND EVER MADE. 


Doctors in all fields of practice have been quick to recognize in this new book data 
that answer many of their most difficult problems—data heretofore unobtainable. 


Here you will find biologic, medical, psychologic, psychiatric and sociologic view- 
points clearly brought into focus. For example, the doctor will be able to under- 
stand, as never before, the variation in attitudes that exists among patients of 
different educational, economic and age levels. He will find himself better able 
to define “normal” and “abnormal.” His advice to parents and the newly married 
will be based on a strictly factual basis. He can now consider more knowingly the 
bearing of sexual activity on physiologic disturbances. In short, he will have at his 
disposal a fund of authentic, scientific knowledge such as he has never had before. 
By Alfred C. Kinsey, Professor of Zoology; Wardell B. Pomeroy, and Clyde E. Martin, Research Associates, 
Indiana University. Based on Surveys made by Members of the Staff of Indiana University and supported by 


the National Research Council’s Committee for Research on the Problems of Sex by means of funds contributed 
by the Medical Division of the Rockefeller Foundation. 804 pages, 173 charts and 159 tables. $6.50. 


J. A. MAJORS COMPANY 


NEW ORLEANS 13 DALLAS 1 ATLANTA 3 
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LIPPINCOTT SELECTED PROFESSIONAL BOOKS 


Clinical Books in 
Obstetrics and Gynecology 


Te Linde Operative Gynecology by Richard W. Te Linde, M.D. A working manual for the gyne- 
cologist and general surgeon. 15,000 copies in print! 751 Pages. 324 Illustrations with 15 in color. $18. 


Lull and Hingson Control of Pain in Childbirth by Clifford B. Lull, M.D., and Robert A. Hingson, 
M.D. “A noteworthy and comprehensive work, a necessity to the obstetrician and anesthetist.” Current 
Researches in Anesthesia and Analgesia. New 3rd Edition in preparation. Approximately 500 Pages. 116 
Illustrations. 40 Charts. $10.00. 


Murphy Uterine Contractility in Pregnancy by Douglas P. Murphy, M.D. Based on observa- 
tions of 3200 individual records with clinical applications and comment. 134 Pages. Illustrated. $5.00. 


Murphy Congenital Malformations by Douglas P. Murphy, M.D. A new edition by an authority 
in this field. A wealth of useful new material brings it definitely up-to-date. 127 Pages. Illustrated. $5.00. 


Hotchkiss Fertility in Men by Robert S. Hotchkiss, M.D. ‘Can be recommended very highly to the 
urologist and general practitioner.” Med. Annals of Dist. of Col. 216 Pages. 95 Illustrations. $4.00. 


Siegler Fertility in Women by Samuel L. Siegler, M.D. Detailed procedure and technic covering 


causes, methods of investigation and treatment. 450 Pages. 194 Illustrations. $5.00. 


Lull Management in Obstetric Complications. Edited by Clifford B. Lull, M.D. Specifically 
for general practitioners. Covers complications of pregnancy and labor most frequently met in practice. 
286 Pages. $5.00. 


Zabriskie Mother and Baby Care in Pictures by Louise Zabriskie, R.N. One of the most widely- 
used of all books on this subject. 3rd Edition. 204 Pages. 229 Illustrations. $2.50. 





J. B. LIPPINCOTT COMPANY « East Washington Square, Philadelphia 5, Pa. 


Enter my () Hotchkiss—Fertility in Men $4.00 [) Murphy—Congenital Malfor 

order and (_) Lull—Management in Obstetric Complications 5.00 [] Siegler—Fertility in Women J 

send me: () Lull-Hingson—Control of Pain in Childbirth . 10.00 (1) Te Linde—Operative Gynecology . . . . 18.00 
( Murphy—Uterine Contractility 5.00 [) Zabriskie—Mother & Baby Care in Pictures 2. 





(CD Cash enclosed 
D)Send C. O. D. 
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APPRECIATE THE SIMPLICITY 





OF PREPARING FEEDINGS 


The preparation of Similac feedings requires only the addition 
of Similac powder to previously boiled, tepid water—in the 
proportions you prescribe. Mixing requires only 20 to 30 sec- 
onds. The simpler your directions to the mother, the less chance 
of error on her part. And simpler procedure in preparing 
feedings makes sanitation easier. 





LIKE THE UNIFORM RESULTS 





Similac is simple to prepare . .. Modern . . . Ethical. It gives 





——— —— uniformly good results. 








PCCCTEEGGERLEGE EES 























. A powdered, modified milk product, especially pre- 
pared for infant feeding, made from tuberculin 
tested cow's milk (casein modified) from which part 
of the butter fat has been removed and to which has 
been added iactose, cocoanut oil, cocoa butter, corn 
oil, and olive oil. Each quart of normal dilution 
Similac contains approximately 400 U.S.P. units of 
Vitamin D and 2500 U.S.P. units of Vitamin A as 
a result of the addition of fish liver oil concentrate. 


M & R DIETETIC LABORATORIES, INC. * COLUMBUS 16, OHIO 
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p PUBLICATION OF GRADWOHL’S : 
cAnnouncing NEW FOURTH EDITION 
IN THREE VOLUMES 


‘ 


CLINICAL LABORATORY METHODS 
and DIAGNOSIS 


By R. B. H. Gradwohl, M.D., D.Sc., F.R.S.T. & H. (London) 
Director of the Gradwohl Laboratories and Gradwohl 
School of Laboratory Technique; Formerly, Director of 
Laboratories, St. Louis County Hospital; Pathologist to 
Christian Hospital; Director, Research Laboratory, St. Louis 


Metropolitan Police Department, St. Louis. (With Collab- 
orators) 











The Mosby Company is pleased to announce the publication of this monu- 
mental work by Dr. Gradwohl and his collaborators in its Fourth Edition. 


Every chapter has been carefully surveyed and brought up to date. The 
major change in format is the division of the text into three volumes, the third 
volume consisting of the more than 800-page chapter on Parasitology and 
4th Edition Tropical Medicine. 

Other changes are: 


3 Volumes Complete revision of the chapter on BACTERIOLOGY by Dr. Oscar 
Felsenfeld. 


3300 pages An entirely new chapter on TECHNIC OF ELECTROCARDIOGRAPHY 
by Dr. Julius Elson. 


1100 illustrations Dr. J. J. Weinstein once more makes an important contribution by rewriting 


his chapter on PROTEIN METABOLISM and PARENTERAL PROTEIN 
HYDROLYSATE. 


Timely and authoritative remarks are included by Dr. Alfranio do Amaral 
on SCORPIONISM and ARANEISM. 


Major Sidney Kaye, formerly of the Research Bureau of the Metropolitan 
Police Department of St. Louis, now Toxicologist for the Medical Examiner 
of the State of Virginia, presents vital information on TOXICOLOGY 
AND POLICE CRIME METHODS. 


New and timely material is included on the Rh Factor and on the diagnosis 
of cancer by vaginal smears. 


56 color plates 


Price $40.00 

















ORDER FORM 
The C. V. MOSBY COMPANY SMJ 5-48 
3207 Washington Blvd., St. Louis 3, Missouri. 


Please send me Gradwohl’s CLINICAL LABORATORY METHODS and DIAGNOSIS, 
in 3 Volumes when published. The price is $40.00 











a Enclosed is my check. _......Charge my account. 


a ees 


Address 
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Cnbite- 


Borden's prescription specialties are flexibly adaptable to cope effectively 


with the sharply increased number of your infant feeding problems. 


BIOLAC -a complete infant formula (only 
vitamin C supplementation needed) for infants 
deprived of mother’s milk. 


DRYCO—a powdered, high-protein, low-fat, 
moderate carbohydrate milk food ideally suited 
for all formulas. 


BETA-LACTOSE —an exceptionally palatable, 
highly soluble milk sugar for formula modi- 
fication. 


Complete prof 


MULL-SOY -a hypo-allergenic emulsified soy 
food for infants and adults allergic to milk 
proteins. The 1:1 standard dilution approxi- 
mates cow’s milk in fat, protein, carbohydrate 
and mineral content. 


KLIM -a spray-dried whole milk with soft curd 
properties essential in infant feeding and 
special diets. Particularly valuable when avail- 
ability or safety of fresh milk is uncertain. 


Borden prescription products are available at all drug stores. 


] information may be obtained on request. 
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in weight reduction — 
new evidence of the 
efficacy of Dexedrine 


Excerpts from a recent study entitled, THE MECHANISM OF AMPHETAMINE- 
INDUCED LOSS OF WEIGHT: A Consideration of the Theory of Hunger and Appetite 
—by Harris, S. C.; Ivy, A. C., and Searle, L. M.: J. A. M. A. 134:1468 (Aug. 23) 1947, 


experiment 1. Does ‘Dexedrine’ Sulfate, by controlling appetite, 
decrease food intake and body weight in human subjects? 


ee 


results . . our obese subjects lost weight when placed 


on a diet which allowed them to eat all they wanted 


2° 


three times a day... 


experiment 4. Does the rather prolonged administration of Dexedrine 


cause any evidence of disturbance of tissue functions? 


results “No evidence of toxicity of the drug as employed in 
these studies was found . ... no evidence of deleterious 
effects of the drug was observed.” 


Dexedrine’ sulfate 


for (dextro-amphetamine sulfate, S.K.F.) Tablets Elixir 


control 
@eeeeeoeoedeoee@e0e0e90e0e¢00 


of appetite 
# T.M. REG. UsS. PAT. OFF. 


in weight 


reduction 


Smith, Kline & French Laboratories, Philadelphia 
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The unique qualities of Knox plain 
gelatine make it especially useful in 
certain diets. Knox gelatine is all pro- 
tein, no sugar—unlike factory-flavor- 
ed, acidified gelatine powders, which 
are about % sugar and only about % 
gelatine. 

Knox plain, unflavored gelatine con- 
tains 9 of the 10 ‘‘essential’’, and 
a majority of the 23 accepted amino 
acids that make up the proteins. It 
supplements the proteins of many 
food materials with which it can be 
combined to make attractive, highly 
appetizing and easily digested dishes. 


Special Dietary Literature 


At your request we shall be glad to mail 
any or all of the following booklets: — 


--- “Feeding the Sick and Convalescent" 
---“Peptic Ulcer Dietary” 
«+ "The Diet in Colitis and Digestive Disorders” 
...““Feeding Diabetic Patients" 

--“Reducing Diets and Recipes" 


Address Knox Gelatine, Dept. W-3 Johns- 
town, N. Y. 






GELATINE IN THE DIET for DIABETES 
— PEPTIC ULCER — COLITIS and 


DIGESTIVE 











Two sizes—1 ounce (4 envelopes) 
and ‘vz pound (32 envelopes) 








KNOX 


Gelatine 


U.S. P. 


All Protein— No Sugar 
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Steadily increasing specification of CARTOSE* is evidence 
of the high opinion that physicians have for this depend- 
able mixed carbohydrate. 

Controls exercised at every stage of manufacture, from 
processing of basic materials to the packaging of the fin- 
ished product, insure the bacteriological purity and uni- 
formity of every bottle. 

The choice of CARTOSE as the carbohydrate to be used in 
feeding formulas will minimize the risk of gastrointestinal 
distress attributable to excessive amounts 

of highly fermentable sugars. 


Babies Do Well on CARTOSE 


The prescription product prepared spe- 
cifically for the feeding of infants. 


CARTOSE 


Reg. U. S. Pat. Off. 


A Mixed Carbohydrate 
FOR INFANT FEEDING 












Available at 
recognized pharmacies 


mark of H. W. Kinney & Sons, Inc. 
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WHITE’S COD LIVER OIL CONCENTRATE, n.n.r. 
Liquid + Tablets - Capsules 
—the natural vitamins A and D of 
time-proved cod liver oil in three palatable, 
stable, convenient dosage forms—well suited 
for rickets’ prophylaxis and treatment 
from 14 days to 14 years. 


ETHICALLY 





..- and for Selectivity in Pediatric Practice 
WHITE’S ‘‘INTEGRATED’’ VITAMIN FORMULAS 


To satisfy the varying vitamin requirements of infancy and childhood, White 
Laboratories now offer the physician a well-rounded group of related formulas 
thereby providing the clinical advantage of greater flexibility. 

The products may be used singly or in combination depending on 
individual needs. In addition to Multi-Vi Liquid, they include: 


WHITE’S MULTI-BETA LIQUID 


—the nutritionally important vitamin B 
factors in a water-miscible vehicle—presented 
in proportion to their inadequacy in 

average diets of early infancy. 

PROMOTED 


While 


LABORATORIES, INC. 
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Ambulant patients are promptly relieved of distressing 
urinary symptoms in a large percentage of cases through the 
simple procedure of administering Pyridium in a dosage of 
2 tablets t.i.d. 

Following oral administration, Pyridium produces a definite 
analgesic effect on the urogenital mucosa. This palliative action 
contributes to the prompt and effective relief that is so 
gratifying to patients suffering from disturbing symptoms 
such as painful, urgent, and frequent urination, nocturia, 
and tenesmus. 

Therapeutic doses of Pyridium may be administered through- 
out the course of treatment of uncomplicated cystitis, pyelone- 
phritis, prostatitis, and urethritis, with virtually no danger of 
serious side reactions. 


Literature on Request 


PYRIDIUM 


Brand of Phenylazo-diamino-py ridine Hé 
MERCK & CO., Ine. RAHWAY. 


‘ Manufacturing Chemésts 


in Canada: MERCK & CO., Ltd Montreal, Qu 





... through 
Urogenital 


Analgesia 
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Bristol Estrogenic Substance in Oil Bristol Aminophylline Bristol Epinephrine Hydrochloride 
A concentrated purified complex A myocardial stimulant Solution 1:1000 

of estrogens from natural sources, _ and effective diuretic. A solution of the active principle 
for the treatment of conditions ——_ Intramuscular—Intravenous of the suprarenal medulla, and a 
due to estrogen deficiency. powerful sympathomimetic agent. 
For intramuscular injection. Topical—Parenteral 












LABORATORIES INC. 
SYRACUSE, NEW YORK 
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puerperal 
morbidity 
reduced 





Pel VA CLs ee ses wsonce ov 


In a recent controlled study ! of 1,573 obstetrical patients, the incidence 
of genital tract infections was reduced from 5.3 per cent to 2.3 per cent 
when penicillin vaginal suppositories were used. A decline of 56.6 per cent! 
ADDITIONAL ADVANTAGES: PELVICINS (penicillin vaginal 
suppositories Schenley) shorten the hospitalization period; reduce nursing 
care required; are completely painless and nonirritating. These advantages 
suggest the value of their routine use in obstetrical procedure. 


SIMPLICITY OF TECHNIQUE: Insert 2 PELVICINS (total, 200,000 
units of penicillin) into posterior fornix of vagina with a sponge forceps, 
immediately after delivery of the placenta. 

SUPPLIED: Boxes of 6 and 12 PELVICINS, 100,000 units each. 


1. Pierce, R. R.: Am. J. Obst. & Gynec. vol. 55 (Feb.) 1948. 
Exclusive trademark. © Schenley Laboratories, Inc. 


eS Schenley Laboratories, Inc. 


Executive Offices: 350 FIFTH AVENUE, New York 1, N. Y. 








PRICE REDUCTION: PELVICINS now cost your patients one-third less: 
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RUPHYLLIN 


CONTAINS: 
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to reduce risk 
of vascular accident 


due to 
SU RS 


INCREASED 
CAPILLARY 
FRAGILITY= 


RUPHYLLIN 


In diseases in which abnormal capillary fragility is a potential danger 
(hypertension, arteriosclerosis, coronary disease, diabetes mellitus) or when 
such increased fragility is connected with use of certain drugs (thiocyanate, 


sulfadiazine, gold salts, etc.)—Ruphyllin—an important new Searle prepara- 








tion— offers a means of protection against vascular accident and may be 
administered over prolonged periods of time. 


AMINOPHYLLIN (SEARLE) 100 mg.— provides myocardial stimulation, 
smooth muscle spasmolysis, diuresis; 


RUTIN 20 mg.— provides prophylaxis against increased capillary fragility; 
restores normal tension in capillaries which have developed increased 
fragility; synergizes diuretic action of Aminophyllin; 


PHENOBARBITAL 15 mg.— provides mild and continuing sedation desir- 
able in treatment of hypertensive and cardiac cases. 


SEARLE 


RESEARCH IN THE SERVICE OF MEDICINE 





RUPHYLLIN IS THE TRADEMARK OF G. D. SEARLE & CO., CHICAGO 80, ILLINOIS. 
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A universal drug... 


OLVITE isc: mr 
FOLIC ACID PRODUCT 


GAZA 








































The present consensus is that all—or nearly 
all—living tissues require folic acid for normal 
health and growth. Not all patients need to 
receive folic acid therapeutically or as a daily 
supplement. The biologic universality of this 
drug is, however, matched by its wide use in 
the anemias. The indications include— 


FOLVITE Folic Acid Lederle for the mega- 
loblastic anemias, juvenile, nutritional, and 
gestational. 


FOLVRON* Folic Acid and Iron Lederle for 
the hypochromic anemias. 


FOLVITE Folic Acid with Liver Extract Lederle 
for pernicious anemia. 


FOLVITE Folic Acid Lederle 
Tablets: Tubes of 25, and bottles of 100 and 1,000 
tablets, 5 mg. each tablet. 
Bottles of 25 tablets, 20 mg. each tablet. 
Solution: 12 and 100 ampuls of 1 cc., 15 mg. per ce. 
Vials of 10 cc., 15 mg. per cc. 
Elixir: Bottles of 4 fluid ounces. . 
FOLVITE Folic Acid with LIVER EXTRACT Lederle 
15 Units. 3 vials of 1 cc., and vials of 10 cc. 
FOLVITE Folic Acid with LIVER EXTRACT, CRUDE 
Lederle—1 Unit. Vials of 10 cc. and 30 cc. 
FOLVITE Folic Acid with LIVER EXTRACT, CRUDE 
Lederle—2 Units. Vials of 10 cc. and 30 cc. 
FOLVITE Folic Acid with LIVER EXTRACT ORAL Lederle 
Bottles of 8 and 16 fluid ounces. 
FOLVRON Folic Acid and Iron Lederle 
Bottles of 100 and 1,000 capsules or tablets. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
30 ROCKEFELLER PLAZA 

NEW YORK 20, N. Y. 
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The advice is always “SEE YOUR DOCTOR” 








T 1s an accepted medical fact that excess 
weight can impair your health and efh- 
ciency, and possibly shorten your life. 


One person's proper weight may be quite 
different from another's, however—even though 
their height and age are approximately the 
same. A large-boned, muscular person, for in- 
stance. should weigh considerably more than a 
small-boned person of the same height and age 


How much you should weigh is something 
to leave up to your doctor. Only your doctor 
can accurately judge whether your weight is 
within normal limits, or whether a loss or gain 
in weight is medically advisable 


J{ your doctor tells you that you weigh more 
than you should, it's just good sense to do 
something about it under his supervision 
To undertake a weight-reducing program 
without proper medical guidance isa foolish, 
and often dangerous, thing to do. 


It would be pleasant if there were some 
simple pill which would automatically and 
safely reduce your weight with no effort on 
your part. Unfortunately, no such remedy ex- 
ists. So-called “reducing pills,” taken without 
a physician's advice, are usually valueless and 
may be dangerous. 


One type of pill, for instance, will cause 
you to lose weight—but only for a day or 
two! Its action is to remove water from body 
tissues, thus lowering your weight. But as soon 
as the water is replaced, the extra pounds 
are back again. 


Another thing to beware of, in an effort to 
lose weight, is any sort of faddist diet. 


A liquid diet may often be just as fattening 
as a normal one. A diet which concentrates 
ona particular food, and excludes most other 
foods, may de prive you of nutritive elements 
essential to the maintenance of good health 


Makers of medicines prescribed by physicians 


COPYRIGHT tbat, PARKE. DAVIS @ COMPANE 








See Your Doctor. Let him decide whether 
you should lose weight, how much you should 
lose, and how quickly. Let him tell you how 
you can do it without starving yourself, with- 
out risking your health. He can recommend a 


PARKE, DAVIS & CO. 





well-balanced diet. He can advise you about 
exercise. If he thinks medication will be help- 
ful in your case. follow his instructions about 
dosage exactly. His advice is the only advice you 
can trust in matters that concern your health. 


Reseorch ond Monvfecturing 
Laberotories, Detroit 32, Mich. 
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roundworm 
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killed outright 
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CRYSTOIDS 





Parasitologists regard Crystoips Anthel- 
mintic as the drug of choice for elimination 
of hookworm, roundworm and certain 
other intestinal parasites, because this su- 
perior vermifuge has demonstrated excep- 
tional effectiveness and safety. 

Crystoips Anthelmintic pills contain 
crystalline hexylresorcinol. When properly 
administered (i.e., swallowed whole), Crys- 
Toips Anthelmintic pills are unusually free 
of toxicity. A single administration is effec- 
tive in 95% to 100% of cases of roundworm 
and 75% to 85% of cases of hookworm. 
Moreover, these parasites are usually killed 
outright, eliminating danger of migration. 


anthelmintic pills 


Crystoips Anthelmintic pills are indi- 
cated in treatment of infestation with hook- 
worm, roundworm, pinworm or seatworm, 
whipworm or threadworm, and dwarf tape- 
worm. Supplied in hard-coated pills of two 
strengths: 0.2 Gm. (1 vial of 5 pills) for 
adults and children 6 years and over; 0.1 
Gm. (1 vial of 6 pills) for infants and chil- 
dren up to6 years. Single-treatment dosage: 
for children over 6 years and adults respec- 
tively, three to five pills swallowed whole. 
Sharp & Dohme, Philadelphia 1, Pa. 


CRYSTOIDS 














Lilly in Canada 


SINCE Banting and Best’s epochal discovery of 
Insulin, Eli Lilly and Company has worked 
closely with the University of Toronto research 
group. Through this co-operative exchange of 
information, the initial technical problems in- 
volved in Insulin extraction, purification, and 
standardization were worked out in an unbe- 
lievably short time. Continuing efforts of both 
groups working together have led to important 
refinements and economies. 

Liaison with important medical research cen- 
ters has, as in the case of Insulin, speeded up 
medical progress, saved lives. English and 
French-speaking Lilly medical service represent- 


{ 15x12 reproduction of this Edward A, Wilson illustration is available upon request. 


atives now contact over 8,000 Canadian physi- 
cians. Every physician associated with medical 
research is given the opportunity to enlist the aid 
of the Lilly Research Laboratories. Eli Lilly and 
Company is alert to bring the benefits of medical 
discoveries everywhere to the treatment rooms 
of medical practitioners. 


INTERNATIONAL 











Welcome Relief 
from Nasal Conge 








rs yt Math, 


Occ.usion of the nasal passages contributes greatly to the 
discomfort of patients suffering from upper respiratory in- 
fections. Prompt, long-lasting relief may be obtained from 
the administration of Solution “Tuamine Sulfate’ (2-Amino- 
heptane Sulfate, Lilly). Administered by spray or dropper, 
Solution “Tuamine Sulfate’ shrinks the nasal mucosa and 
permits easy, natural breathing. There is no stimulation of 
the central nervous system, nor is secondary engorgement 
caused by the routine application of the 1 percent solution. 
Prescribe Solution “Tuamine Sulfate, 1 percent, for home 
use. The 2 percent solution is recommended for office pro- 
cedures in which maximum shrinkage is required. 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A 
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for severe sunburn 


NUPERCAINAL 


This summer you will see them often —the 
usual casualties of over-exposure. For this 
group of patients, prescribe Nupercainal, an 
anesthetic ointment which gives prompt and 
prolonged relief from sunburn pain and dis- 
comfort. Nupercainal is an ethical product 
available at prescription pharmacies in one- 
ounce tubes and in one-pound jars for office use. 


For further information, write Medical Service Division 


@CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, WN. 3. , 
, , 


NUPERCAINAL Kh f dibucaine ointment) T. M. 


Va / 


- ( (SW - 





OF CONSTIPATION 
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TO BREAK 
THE VICIOUS CIRCLE 


Cholmedin 


BRAND - REG. U.S. PAT. OFF. 
(deoxycholic acid combined with aloes) 


@ When poor hygiene and faulty bowel habits 
are retarding regular elimination, Cholmodin 
will aid in restoring normal bowel function by 
mild stimulation of the large intestine with a 
minimum of disturbance to the balance of the 


intestinal tract. 


For the inactive patient—the convalescent, the 
postoperative case, the elderly patient, the cardiac 
—Cholmodin supplies bowel assistance without 


discomfort. 


Each Cholmodin tablet contains deoxycholic acid 
(1% gr.), a natural eliminant, and extract of 


aloes (34 gr.), the gentle colon stimulant. 


Available in bottles of 50 and 500 tablets. 


AMES COMPANY, INC. exxnart, INDIANA 


May 1948 
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in the 
treatment of 
"*.. nutritional anemia 





enters the picture 





Failure to respond to iron therapy may be due 

to faulty absorption or to a deficiency of nutrients other than 
iron. The use of vitamin C for influencing the patient’s 
response in the treatment of iron-deficiency anemia is indicated 
by its action in promoting the utilization of iron, its 

role in the development of erythrocytes, and its usefulness 

in correcting concomitant vitamin C deficiencies. 


Endoglobin-C Tron, B vitamins, Liver plus Vitamin C 


In Endoglobin-C tablets, ferrous sulfate is combined 

with nutritional adjuncts which tend to improve 
assimilation and correct possible deficiencies that 

may complicate anemia. Endoglobin tablets plain—without 
vitamin C—also available. Both supplied in bottles 

of 100. Samples will be sent on request. 


Endo 
Products / Richmond Hill 18, N.Y. 
Inc. 
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IN HYPOCHROMIC ANEMIA 


FERROUS or FERRIC TRON? 


The question of whether to prescribe 
ferrous or ferric iron in secondary 
(hypochromic) anemia has been de- 
bated. Actually, it appears that some 
patients do better on ferrous iron, 
others on ferric iron. Effective re- 
sponse will determine the choice. For 
this reason, The Armour Laboratories 
makes available its liver, iron and 
vitamin B glanules in two forms: 


1. Liver Extract, Ferrous Iron and 
Vitamin B Glanules Armour. 


2. Liver Extract, Ferric Iron and 
Vitamin B Glanules Armour. 


Both these products contain ample 
therapeutic doses of iron. Both contain 
liver extract and vitamin B which 
are believed to be important adjuncts 
in restoring a normal blood picture. 


Have confidence in the preparation you prescribe — specify ““ ARMOUR” 


| Nea 


CHICAGO 9, 


ILLINOIS 


Headquarters for medicinals of Animal Origin 


May 1948 
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middle 





Perhaps, at no other time does a woman need reassurance so 


much as during the trying period of the meno- 
4 pause when physical and emotional instability 
\) 


threaten her feeling of securily. 
















Equanimity of spirit and body may often be 
restored with “Premarin.” This naturally 


occurring, orally active estrogen offers 


Lf ee 


= 


many advantages but undoubtedly one of 
the most gratifying effects of therapy is the 


“sense of well-being” usually expressed by 










the patient...the “plus” in “Premarin” which 

gives the woman in the climacterium a new lease 

on pleasurable living. 

dui To adapt estrogen treatment to the individual needs 

of the patient three Premarin’ dosage forms are 
available: tablets of 2.5 mg., 1.25 mg. and 0.625 mg.; 

also liquid 0.625 mg. in each 4 cc. (1 teaspoonful). 

While sodium estrone sulfate is the principal estrogen in 

Premarin,” other equine estrogens...estradiol, equilin, 

equilenin, hippulin...are probably also present in varying 


amounts as water soluble conjugates. 


=) 
CONJUGATED ESTROGENS (equine) OOFMARIY 6 


Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16, New York 
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@ This season more hay fever patients will work, play 
and sleep without symptoms or with helpful relief, 
thanks to Abbott’s new antihistaminic, THENYLENE 
Hydrochloride. A majority of these patients will notice 
few side-effects under treatment with THENYLENE. 

In a total of 695 cases reported by different investi- 
gators, THENYLENE Hydrochloride averaged 67 per- 
cent effective for the entire group. The reports covered 
a wide range of conditions: allergic rhinitis of the sea- 
sonal and perennial types; vasomotor rhinitis; acute 
and chronic urticaria; atopic dermatitis including re- 
actions to penicillin and other drugs; and some cases 
of asthma. The patients’ subjective evaluation of dif- 
ferent antihistaminics was also reported. In one test 
group, a significant number of patients expressed a 


preference for THENYLENE—a preference based 
largely on the lower incidence of side-effects. 

An initial dose of 100 mg. three or four times daily 
is suggested to alleviate severe symptoms. As a main- 
tenance dose or for less severe symptoms, 50 mg. sev- 
eral times daily may be adequate. While no harmful 
effects have been reported, a total daily dose exceed- 
ing 400 mg. (0.4 Gm.) is not recommended, nor con- 
tinuous administration beyond eight weeks until more 
is known about the drug. 

Try this new antihistaminic on your next ten cases. 
Your pharmacist has THENYLENE Hydrochloride in 
sugar coated tablets of three sizes, 25 mg., 50 mg. and 
0.1 Gm. (100 mg.) in bottles of 100 and 500 tablets. 
Assott Lasoratories, NortTH CuHicaco, ILLINoIs. 


Thi —w s ° 
ts season firescrt e TH & NYLE he t Hydrochloride 


(Methapyrilene Hydrochloride, Abbott) 
Abbott’s NEW Antihistaminic 


WRITE FOR a FREE 


SAMPL GF AND 


LITERATURE 
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Not Only Iron... but also 
B Complex Vitamins and Liver 





Not infrequently hypochromic anemia is complicated by 
associated nutritional deficiencies. Anorexia, disturbed 
gastrointestinal function, listlessness and easy fatigability 
are often observed concurrent with secondary anemia; in 
many if not all such instances deficiencies of one or more 
of the B complex vitamins may be responsible. 





LIVITAMIN-WITH-IRON provides rapidly effective iron in readily utilizable, nonionic, 
minimally irritating form. In addition it supplies significant amounts of syn- 
thetic thiamine, riboflavin, nicotinamide, pyridoxine and pantothenic acid, as 
well as these and other vitamin B complex factors found in rice bran extract 
and in liver concentrate. 


LIVITAMIN-WITH-IRON is indicated in hypochromic (secondary) anemia, particularly 
when accompanied by evidence of B complex deficiency states. It is highly 
efficacious whether the anemia is due to acute or chronic blood loss, deficient 
iron intake, infectious and other toxic states, pregnancy, or lactation. 


The palatability of LIVITAMIN-WITH-IRON makes it readily acceptable to children 
as well as adults. 


DOSAGE: 3 to 4 teaspoonfuls three times daily. 


Each fluidounce of Livitamin With Iron, prepared 


















with an attractive, palatable vehicle, presents: 
CVE) Iron and Manganese Peptonized................. 30 gr. 
‘ (Equivalent to 45 mg. elementary Iron) 
I I OI oo oo 69 5.50 ose aeesntGude 12% «ee. 
(Equivalent to 140 mg. elementary Iron) 
Thiamine Hydrochloride (Bi)...............+.++. 10 mg. 
OS | Se Sees s or 5 mg. 
Nicotinamide (Niacinamide)................+++: 25 mg. 
Pyridoxine Hydrochloride (Bs)... .........-++++: 1 mg. 
INO GUO 0 ns 00+ 2:24:0:00:000000000004EN9 5 mg. 
apy ND BIO. «> 6.5.0 0:4000600000 50004407 45 gr. 
(Represents 2 oz. fresh liver) 
Tibne TRE BNIOGE coco cect cevsccesereesvegiete 15 gr. 


THE S. E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. 
NEW YORK e« SAN FRANCISCO « KANSAS CITY 
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LETS LOOK | 


IN CHRONIC ARTHRITH 


EFFECTIVENESS? 


In ALL published cases (*) of chronic arthritis treated with Ertron since 
1936, in which results were clinically evaluated (852) — significant in. 
provement was reported in 701 cases .. . or 82.2%. 


TOXICITY? 


In ALL published cases (*) of chronic arthritis treated with Ertron since 
1936, in which toxicity was considered (1,020)— severe toxicity wos 
reported in only 14 cases...or 1.4%. Medication without physicion 
control accounted for a majority of these toxic findings. 





What other treatment for chronic arthritis can equal this record? 


(*) All of these -cases (both favorable and critical).in which Ertron-Sterod 
Complex, Whittier was used by 52 investigators, are abstracted in “A 
to the Medical Profession’’, covering the period from 1936 through 
1947. If your copy isn’t at hand, we'll gladly send one to you. 


ERTRON is o Registered Trade Mark of Nutrition Research Loboraten 
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CORD 


Each copsule of Ertron contains 5 milligrams of acti- 
votion-products having antirachitic activity of fifty 
‘thousond U.S.P. units. Biologically stondordized. 


ERTRON 


Each ampule of Ertron Parenteral contains 1 ce of 
ectivation-products heaving ontirachitic activity of 
five hundred thousand U.S.P. units in sesame oil. 
Biologically standardized. Combined Ertron oral and 
porenteral therapy is a highly effective measure of 


sai UTRITION 






a 


ABORATORIES 


CHICAGO 
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These pills are engaging increased interest in 
neurological clinics as well as in private practice, especially 
in the treatment of the Sequelae of Epidemic Encephalitis. 


They embrace the full therapeutic properties of the drug in 


eS ATES EE 


~~ 


~N = 
~ ~ SS REN 


a form convenient for administration. 


Each pill exhibits 0.16 Gram (2% grains) of the dried 





leaf and flowering top of Datura Stramonium, alkaloidally 


STS SSS SS STS 
<—ss ASS astocercescssssss 


standardized, and therefore contain 0.4 mg. (eo grain) of 
the alkaloids in each pill. 


Sample for clinical test and literature mailed upon request. 





Davies, Rose & Company, Limited 


> 
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\Manufacturing Chemists, Boston 18, Massachusetts 
St-2 
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sulfonamide preparation 


Of 








i 


sulfasuxidine” suspension with pectin and kaolin £5 


Mortality in the neonatal group of patients 
has shown a persistent upward trend,' and 
may ‘be attributed in large measure to the prev- 
alence of epidemic diarrhea of the newborn 
infant.”? Overcrowding and understaffing of 
hospital nurseries are important contributing 
factors, and until these war-induced conditions 
can be corrected, particular emphasis must 
be placed on isolation and prompt control. 

CREMOSUXIDINE,® a palatable, highly effec- 
tive new preparation developed by Sharp & 


* Registered trademark of Sharp & Dohme 


1, Frant, S., and Abrah HL: Br *s Practice of 
Pediatrics, 1:28:22, 1945. 


2. Blattner, R. J.: J. Pediatrics, 32:220, February, 1948. 





Summer diarrhea 
diarrhea of newborn 


UNI 


HARP 
DOHME 





Dohme, aids management of diarrhea regard- 
less of its cause. A chocolate-mint flavored 
suspension of succinylsulfathiazole (10%), 
pectin (1%), and kaolin (10%), CREMosUXIDINE 
acts promptly to consolidate stools, eliminate 
products of putrefaction, soothe inflamma- 
tion, and check bacterial infection. 

Dosage: Infants and children in proportion 
to adult dose of 2 to 3 tablespoonfuls 4 times 
daily. CREMOSUXIDINE is supplied in pint 
bottles. Sharp & Dohme, Philadelphia 1, Pa. 


CREMOSUXIDINE 








27 
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Intravenous infusion is “very often complicated by 


thrombosis”* of the injected vein. This damaging effect 
commonly follows injections of solutions containing 


amino acids, glucose, penicillin, sulfonamides and. 


many other therapeutic agents. Obliteration of the 
vein may be “to a large extent eliminated by adding 
heparin to the infusion fluid.”* It has been recom- 
mended that heparin be added to all infusion liquids 
in doses of 1 mg per 100 cc of solution.** Larger doses 
of heparin are required with the more irritating solu- 
tions—dosage varying with the type of solution and its 
concentration. Liquaemin ‘Roche-Organon’ is the pre- 
ferred heparin of many physicians because of its 
assured potency and fhe extraordinary care taken dur- 
ing manufacture to safeguard against the introduction 
of pyrogens. Liquaemin provides 100 mg of sodium 
heparin in each 10-cc vial of sterile isotonic solution. 
ROCHE-ORGANON INC., ROCHE PARK, NUTLEY 10, N. J. 


LIQUAEMIN socnn 


“ROCHE*ORGANON’ 


LIQUAEMIN ‘Roche- Organon’ 
offers these advantages: 


Uniform high potency 





and prompt action 
Freedom from 





pyrogen reactions 


Action can be 
rapidly terminated 


Stability without 
refrigeration 


No decrease of 
blood prothrombin 


*j. E. Jorpes, Heparin in the Treatment of 
Thrombosis, Oxford University Press, Lon- 
don, 1946. **P .G, C. Martin, Brit. M. J. 
2:308, 1944. 


eS Be 








T.M. —Liquoemin—Reg. U. S. Pat. Off 
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your prescription requirements promptly and 
; economically. Diatrin* Hydrochloride ‘Warner’ 





~ Warner Research Provides 4 


d 


A Superior Antthistamine Preparation, 


Diatrin* Hydrochlogi “Warner’ 


ae 
y. 


Diatrin* Hydrochloride ‘Warner’ provides the 

physician with an ‘effective means for the prompt relief 
of allergic symptoms ¢at by the liberation of hista- 
mine in the tissues. : 





Unpleasant side-reactions such as drowsiness, lethargy, — 
vertigo, nausea, and vomiting are rarely encountered 
when Diatrin* Hydrochloride ‘Warner’ is administered. 


In toxicity studies, Diatrin* Hydrochloride ‘Warnes? 


, has been found to be approximately one-half to three 
* times less toxic than other antihistaminic substances. 


oar pharmacist has stocks on hand to take care of 





is supplied i in bottles of 100 and 1,000 tablets. 


TEED rticarie, particularly the acute form; 
——— fat vasomotor rhinitis; Pruritus; Atopic \ 
'; Contact dermatitis; Neurodermatitis; ‘ 
e and dermatoses due to penicillin and — 


— 
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ACTUAL SIZE 1'4°' DIAM 


IN A NEW CONVENIENT FORM 


FOR applying medication, cleansing wounds, 
parenteral therapy, pressure dressings, preopera- 


tive skin preparation, prehypodermic injection 


COMPACT CARTON OF 65 ready for instant 


use, convenient in your bag or on office shelf 


COTTON BALLS 
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4 close association of gastrointestinal 
disorders and frank vitamin B deficiencies has 
suggested B complex therapy in treating such 
disorders. Chesley and co-workers,* reporting 
72.5% satisfactory results with this therapy, state 
that: “... vitamin B complex offers more to 
many patients . . . than any of the regimes of 
careful dieting, antispasmodics, sedation, etc., 
now in common use.” 


more effective B therapy based on liver 


The Special Liver Fraction used as the base of 
Beta-Concemin provides additional B complex 
factors not available in synthetic mixtures alone 
—as evidenced by the better weight, develop- 
ment and survival of laboratory animals to 
—_ diet this Special Liver Fraction has been 
added. 


potencies increased 


Now the clinically established B vitamins in 
the Beta-Concemin formula have been strength- 
ened and rebalanced for increased effectiveness 
—while the addition of choline reflects newer 
work on the value of this factor in liver condi- 
tions. ALL AT NO INCREASE IN PRESCRIPTION 
COST. 


ELIXIR—4-0z., 12-0z., and gallons 
TABLETS—bottles of 100 and 1000 


CAPSULES with Ferrous Sulfate—bottles of 100 
and 1000 


“Beta-Concemin” ® 






MERRELL 
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BETA-CONCEMIN 


The DIFFERENT Vitamin B Complex 


FORTIFIED FORMULA 


Plus 40 mg. 
Choline 





THIAMINE a. 
RIBOFLAVIN 
PYRIDOXINE 
NIACINAMIDE 


UP UP UP 


UP 
167% 106% 100% 33% 


Each fluidounce of Elixir Beta-Concemin now 
contains 32 mg. Thiamine Hydrochloride, 16 
mg. Riboflavin, 8 mg. Pyridoxine Hydrochlor- 
ide, 80 mg. Niacinamide, 40 mg. Choline 
Citrate and 4 Gm. Special Liver Fraction. Cap- 
sule and tablet potencies increased in same 
ratio. 











*Am. J. Dig. Dis. 7: 24-27 (1940) 
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‘IMPORTANT ADVANTAGES 
in the management of 
urinary tract infections 


Miandelamine* has gained increasing recog- 
nition as a urinary antiseptic of choice, because it 
offers six significant advantages: 











tee : that sterilization of urine is often secured 
ee eee ; within three to six days. 


y. clinical effectineness—Carefully analyzed 


] prompt response— Clinical experience shows 


‘ studies have demonstrated a high propor- 

tion of successful results—74 per cent in 

, one series of 200 cases,! and 83 ver cent 
in another series of 63 cases.” 


wide range of antibacterial action — MAN- 
DELAMINE is effective against bacteria 
most frequently encountered in common 
infections of the urinary tract. 


safety—Administration of MANDELAMINE 
involves virtually no risk of toxic reactions, 
thus eliminating need for careful selection of 
patients or close supervision. 


simplicity—MANDELAMINE therapy is un- 
complicated—no accessory acidification, usu- 
ally . . . no dietary restriction . . . no fluid 
regulation. 


acceptability— Cooperation of the patient is 
readily secured because of convenience of 
therapy. Dosage is simple: 3 to 4 tablets 
orally, three times daily, 


MANDELAMINE 


Reg. U.S. Pat. Off. 
Brand of Hexydaline 


(Meth 





SUPPLIED: Enteric-coated tablets of 0.25 Gm. (3% gr.) each, in packages of 
120 sanitaped tablets, and in bottles of 500 and 1,000. 


1, Carroll, G., and Allen, N. H.: J. Urol. 55: 674 (1946). 
2. Kirwin, T. J., and Bridges, J. P.: Am. J. Surg. 52: 477 (1941). 


*The word MANDELAMINE is‘a registered trademark of Nepera Chemical Co., 
Inc. 





NEPERA CHEMICAL CO., INC. 


Manufacturing Chemists 
NEPERA PARK YONKERS 2, N.Y. 
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The lassitude and depression of the 
f we et ee . spring months, occurring in patients 
“Hie 7 who take a diet containing sufficient 
calories and who obtain adequate 
rest, may be caused by inadequate 
vitamin intake or absorption. A pre- 
| scription for LEDERPLEX Vitamin B 
| nr Complex Lederle will establish a base - 4 
line from which the patient's curve Beeler fe 
of well-being may well rise steeply. 
Thus the ill of discouragement and 
fatigue, common to almost all mankind, 
may quickly be remedied. 
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LEDERPLEX Vitamin B Complex Lederle 
Tablets: Bottles of 50, 100, 250, and 1,000. 
Capsules: Bottles of 100, 250, and 500. 
Liquid: Bottles of 4, 8, and 12 fluid ounces, 


Vitamin B Complex Lederle (Parenteral) 
=f Vials of 5 cc. and 10 cc. 


LEDERLE LABORATORIES DIVISION s / 
AMERICAN CYANAMID COMPANY 
30 ROCKEFELLER PLAZA 


¢ 
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ESPECIALLY DURING 


Following recovery from severe infec- 
tious disease, acute nutritional defi- 
ciencies must be corrected promptly if 
maximum speed of recovery is to be 
attained. The nutrient imbalance which 
exists during this period usually in- 
volves not only members of the vitamin 
B complex, but also proteins as well. 

The delicious food drink made by 
mixing Ovaltine with milk is a pleas- 
ant and effective means of increasing 
the intake of virtually all essential nu- 
trients. Easily digested and of low 
curd tension, it does not impose an 


undue digestive burden, and is fre- 
quently acceptable when other foods 
are refused. Three glassfuls daily sup- 
ply significant amounts of B complex 
and other vitamins including ascorbic 
acid, biologically adequate protein, 
readily digested fat and carbohydrate, 
and the important minerals copper, 
iron, and calcium. This dietary sup- 
plement is enjoyed by all patients, 
young and old, and is taken without 
difficulty in recommended amounts. 
Hence it might well be included rou- 
tinely in the dietary of convalescence. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


ee 


IRON 


Three servings daily of Ovaltine, each made of 
Ya oz. of Ovaltine and 8 oz. of whole milk,* provide: 


669 errr 3000 1.U. 
Witmee Mw tw 1.16 mg. 
RIBOFLAVIN. ..... 2.00 mg. 
I Pa eh Ga) gh An 6.8 mg. 
a, a 30.0 mg. 
Wee wc cee 417 1.U 
CE hs Sik ee 2 ow 0.50 mg 


*Based on average reported values for milk. 
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a class by itself 


Sodium sulfacetimide is 
the only sulfonamide which can 
be dissolved to the extremely high 





concentration of 30% at physiologic 
pH 7.4. It is more bacteriostatic 

than any other sulfonamide used locally, 
more deeply penetrating into ocular 


tissues, and yet virtually nonirritating. 


LFACETIMIDE SOLUTION 30% 


(SODIUM SULAMYD) 
for eye infections 


For more certain prevention of infection following 
all types of corneal abrasions, lacerations 
and burns, or after removal of embedded conjunctival 
and cornea] foreign bodies, one drop of 
Sopium SULFACETIMIDE SOLUTION 30% should be 
instilled every two hours for at least one day after injury. 
For rapid control of infections such as acute and 
chronic conjunctivitis and blepharitis, and to 
speed healing in traumatic corneal ulcer, one drop of 
Sopium SULFACETIMIDE SOLUTION 30% should be 
instilled every two hours until improvement is well under 
way, after which treatment is continued at longer 
intervals for one or two days more. 
For continuous therapy through the night, 
Sopium SULFACETIMIDE OPHTHALMIC OINTMENT 10% 
should be applied to the lower lid at bedtime. 
Sopium SULFACETIMIDE SOLUTION 30% (Sodium SuLamyp* ) 
is available in 15 cc. amber, eye-dropper bottles. Sop1um 


SULFACETIMIDE OPHTHALMIC OINTMENT 10% (Sodium 


*® SuLaMypD) in 1% oz. tubes. Box of 12 tubes. 


CORPORATION + BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LTD., MONTREAL 


Serving the WEST COAST. Schering Corporation 
149 New Montgomery St., San Francisco 5, California « Douglas 1544 
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When myocardial circulation is impaired, the 
failing heart literally undergoes starvation. 
Sound therapeutic management must therefore 
aim to increase myocardial nutrition and strengthen 
heart action. It must also promote and maintain an 
active and adequate output of urine without damage to 
the kidneys. And, in most instances, it should also 
provide an even, mild sedation, to allay worry 
and nervous tension and slow down the rate of living. 
Proven in value through years of exacting clinical use, 
TCS Tablets supply these needs safely and efficiently. 





DOSAGE: In myocardial insufficiency, cardiac edema and 


acute coronary conditions, the average dosage is two Each tablet contains theo- 

. . . bromine salicylate, 6 gr., 

tablets, three or four times daily, and reduced with aim Gun te. 

improvement. In hypertension, angina pectoris and and phenobarbital, % gr. 

° : ° Available in bottles of 50 
post-occlusional states, one tablet, three or four times daily. and 250 tablets, 


SSeS SSeS 





RICHMOND * VIRGIN, 


WILLIAM P. POYTHRESS & CO., INC. 
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leaf and 
tinctures 


digitalize 2 approx 7 
‘ Digitaline 
; : Nativelle 


Long and Short 
of digitalis therapy! 





With Digitaline Nativelle, cardiotonic * DIGITALIZATION 
influence usually becomes apparent 

within three hours. Full digitalization can 

be accomplished as rapidly as six hours 

—instead of in days! 


Only such effectiveness brings the patient 
the desired, quick relief of air hunger 

and discomfort—and with virtual freedom 
from side effects. The physician will welcome 
the ease of administration as well as the 
considerably greater accuracy in therapy. 


Simplicity of administration ... 


RAPID DIGITALIZATION . . . 1.2 mg. in equally 
divided doses of 0.6 mg. at three-hour intervals. 


MAINTENANCE... 0.1 or 0.2 mg. daily 
depending upon patient’s response. 


CHANGE-OVER ...0.1 or 0.2 mg. of Digitaline 
Nativelle may advantageously replace 
present maintenance dosage of 0.1 gm. or 
0.2 gm. of whole leaf. 


Current references and comprehensive brochure 
“Management of the Failing Heart” available 

; on request. Also, if you wish, we will send 

- DIGITALIZATION a full digitalizing dose. Simply address 
Research Division, Varick Pharmacal Company, 


75 Varick Street, New York 13, N. Y. 





Digitaline Nativelle 


... active glycoside of digitalis purpurea (digitoxin) 





et 


* 
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Crystalline Penicillin G Sodium Merck is now supplied 
in vials with a new, improved aluminum seal. 


Among the advantages provided by this new seal 
are: 


The round tear-off tab is easily removable and 
eliminates the necessity of using a knife or other 
implement to pry up the tab. 


The tight-fitting dust cap with skirt provides pro- 
tection for the rubber stopper during storage of the 
vial between injections. 








CRYSTALLINE 
PENICILLIN G SODIUM 
MERCK 


MERCK & CO., Inc. RAHWAY, N. J. 
Ma nuifa clu ving Chemists 





May 1948 





Crystalline Penicillin G 
Sodium Merck is a highly 
purified product from which 
therapeutically inert mate- 
rials have been virtually 
eliminated. 


For Penicillin of the high- 
est quality— 
SPECIFY MERCK! 
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Outstanding advantages of 
Acnomel’s special new vehicle. . . 
Acnomel’s superior vehicle embodies an entirely 


new principle in topical acne therapy. To this vehicle—a stable, 
grease-free, flesh-tinted hydrosol— ACNOMEL owes 
the following important advantages: 


1 It is easy to apply smoothly and evenly. 


Upon application, it dries in a few seconds. 


Its active ingredients are maintained in 
intimate and prolonged contact with 
the affected areas. 


It is readily washed off with water. 


It is economical, since there is no waste 
during application. 


4 It removes excess oil from the skin. 


Smith, Kline & French Laboratories, Philadelphia 


Acnomel 


a significant advance, clinical and cosmetic, 


in acne therapy 
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Molybdenum oxide combined with ferrous sulfate, 
**,.. iS a true example of potentiation of the thera- 
peutic action of iron... .”** Mol-Iron, the only iron 
preparation containing this specially processed com- 
plex of molybdenized ferrous sulfate, offers: 

1. Much more rapid establishment of normal he- 

moglobin levels, 
2. Notably better gastro-intestinal tolerance, and— 


3. Maximum economy in the treatment of iron- 
deficiency anemias. 


Clinically proved, the tablet form of Mol-Iron is conven- 
iently suited to treating hypochromic anemias of varied 
etiology in older children and adults. 


NOW — White's Mol-Iron is also available in Jiqguid form. 

Particularly adapted to treating hypochromic 
anemias in infancy and childhood, it may be adminis- 
tered wherever liquid iron medication is preferred. 


Potency: Each tablet contains 195 mg. (3 gr.) of ferrous sul- 
fate and 3 mg. (1/20 gr.) of molybdenum oxide in the form of 
a stable, specially-processed complex. One teaspoonful of 
White’s Mol-Iron Liquid is equivalent in its content of active 
ingredients to one Mol-Iron tablet. 


Available: Tablets—bottles of 100 and 1000, Liguid—bottles 
of 12 ounces. 

When recovery lags in hypochromic anemia because of poor 
iron utilization or annoying gastro-intestinal side-effects, test 
the demonstrable superiority of Mol-Iron. Why not prescribe 

this potentiated specific for just such a stubborn 
case, today? 


*Healy, J. C.: Hypochromic Anemia: Treatment with Molyb- 
denum-Iron Complex, J. Lancet 66:218 (July) 1946. 
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MOLYBDENIZED FERROUS SULFATE 
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One of the Simplest, 
Safest and Most | | ; 
Satisfactory Methods 














Careful consideration of all the 
methods advocated for the relief of 
pain during childbirth leads to 
the conclusion that local infiltration 
anesthesia combined with Demerol and 
scopolamine is one of the simplest, 
safest and most satisfactory methods for 
the average woman in the hands of 
the average practitioner. 





For detailed discussion, see 
Alfred C. Beck: Obstetrical Practice. 
Baltimore, Williams and Wilkins Co., 
4th ed., 1947, page 403. 


New Yorw 13,.N. Y. Windsor, ONT. 





\ 


WINTHROP-STEARNS 


) 





DEMEROL and NOVOCAIN, trademarks reg. U. S. 
& Canada, brand of meperidine and procaine 
hydrochloride, respectively. 
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PKS. 1896 


Benet Je 


Be Petrocalat 


Aqueous Suspension 
of Mineral Oil 
Plain 


SHAKE WELL 


WYETH INCORPORATED 
PHILADELPHIA PA 
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_ for better 





Bag Catheters! 


specify 4.C.M. I. - 


Your guarantee of quality, efficacy and dependability in 
self-retaining and hemostatic bag catheters for every type 
of urologic procedure is to SPECIFY A.C. M. 1! 

Each catheter is individually tested for 


inflation and rate of flow. Made of pure 
latex, A.C. M.I. Bag Catheters 
embody such outstanding features as: 
Correct size indelibly marked; 
homogeneous wall structure; safety 
puncture-proof tips; accurately 
gauged for size; may be 

safely boiled or autoclaved. 

Your Guarantee of Quality 

—Specify A.C. M.1.! 


J 


see your surgical dealer... 


1241 LAFAYETTE AVE. 


American Cystoscope Makers. tnc. 


NEW YORK 59, N. Y. 
REDERI 
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Each 2 ce. ampul provides 

in aqueous solution: 

Vitamin. A—10,000 U.S.P. Units 
Vitamin D —1,000 U.S.P. Units 
Thiamine HCI (B,)—10 mg. 
3 nS Riboflavin (8,)— 1 mg. 
Pyridoxine HCI (B,)— 3 mg. 
Ascorbic Acid (C)—50 mg. 
Alpha-Tocopherol (E)— 2 mg. 


for intramuscular injection 








1. Ready to inject—no mixing, 

no diluting, no heating. 

2. Free from local irritation, characteristic 
of parenteral oil solutions. 


*special process developed in 
U. S. Vitamin Corporation research laboratories 
and protected by U. S. Patent No, 2,417,299. 


+ a * 
U. Ss. vitamin corporation 
casimir funk laboratories, inc. (affiliate) 
250 E. 43rd Street © New York 17, N.Y. 

















Detailed literature 
and sample 
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WHICH ONE? 


Remembering multiple names is no longer 
a problem when it comes to ordering 
the male sex hormone for parenteral 
use. Merely specify the name under 
which it has been accepted for inclusion 


y in N.N.R. 


TESTOSTERONE PROPIONATE “RARE CHEMICALS” 
The Only Council Accepted Androgenic Preparation 








Supplied in 1 cc. ampules, 5, 10 and 25 mg,., in 
boxes of 3, 6 and 50; also 10 cc. vials, 25 mg. 
cae | per cc., and 6 cc. vials, 50 mg. per cc. 
For oral use, specify Methyl Testosterone 
‘Rare Chemicals’’, supplied in 10 mg. tablets, 
bottles of 30 and 100. 


Now available at greatly reduced prices 





ya 
oe 
“lion? 
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* ato 





: RARE CHEMICALS, INC., Harrison, N. J. 
bo. ‘ 115) West Coast Distributors: GALEN COMPANY, Richmond, Calif 
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the preferred 
PERTUSSIS IMMUNE SERUM—human 


IN VACUUM-DRIED FORM 





This serum—established as the agent of choice in the 
treatment of, and passive immunization against, whooping 


cough—is now available to physicians everywhere. 


Vacuum dehydration by the‘LYOPHILE’ process provides high 


stability (a 5-year dating) and permits optimal concentration. 


Standard price: $6.50 per dose, 
ie., vial containing 20 cc. of serum, vacuum-dried. 
3 to 4 doses generally required in treatment. 


24-hour service to handle telegraphic orders. 


For literature and full information, write to: 


The PHILADELPHIA 
SERUM 
EXCHANGE A Non-profit Organization 


THE CHILDREN’S HOSPITAL OF PHILADELPHIA 
1740 Bainbridge Street, Philadelphia 46, Pennsylvania 
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- For the Failing Heart of Middle Life 


Prescribe 2 or 3 tablets of Theocalcin, t. i. d. After 

relief is obtained, continue with smaller doses to keep 
eS e nEe O the patient comfortable. Theocalcin strengthens heart 
Trade Mark reg. U. S. Pat. Off. action, diminishes dyspnea and reduces edema. 








_ Bilhuber-Knoll Corp. Orange, N. J. 


SEE 





bb 77 
M. E. S. CO. Ointments 


OPHTHALMIC AND NASAL 






Catalog and Price List 
On Request 


Manhattan Eye Salve (Company 


Incorporated 1063-65 Bardstown Road, LOUISVILLE 4, KENTUCKY 
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When it is difficult to 


categorize the anemia 





DESICCATED LIVER 
FERROUS SULFATE 
a tm Et SQUIBB ASCORBIC ACID 


FOLIC ACID 


A new hematinic combination for the simultaneous 


administration of four therapeutic essentials 


DESICCATED LIVER: whole liver with only the water removed. Provides nutritive elements of 
fresh liver, including the experimentally essential, clinically impressive sec- 
ondary anti-anemia fractions. 


FERROUS SULFATE EXSICCATED: one of the most readily utilized, tolerated and absorbed forms 
of iron. For specific treatment of iron deficiency anemias. 


ASCORBIC ACID: often a prerequisite in anemias associated with C avitaminosis. Recent work 


also suggests it influences iron absorption and red cell maturation. 


FOLIC ACID: bone-marrow stimulant factor of the B complex, specific for macrocytic anemias of 
malnutrition, pregnancy, pellagra, and sprue; also of value with parenteral 
liver therapy in Addisonian pernicious anemia. 

Thus, when more than one form of anemia is present or suspected, and 

is difficult to categorize, Liafon provides the essentials for therapy. 


DOSAGE EQUIVALENTS 
EACH LIAFON CAPSULE CONTAINS: 

















3 capsules daily 6 capsules daily 
| 
Desiccated Liver......... 0.5 Gm. *6 Gm. *|2 Gm. 
(Approx. equivalent to 2 Gm. whole fresh liver) fresh liver fresh liver 
Ferrous Sulfate Exsiccated ... 2.0 gr. *8.5 gr. *I7 gr. 
(Approx. equivalent to 2.85 gr. ferrous sulfate) ferrous sulfate ferrous sulfate 
he -2 — 
Liafon is supplied a 50.0 mg. 150 mg. 300 mg. 
in bottles of — | 
100 and 1,000 Pe FN 6 oc de.w ao cxere ee 1.67 mg. | 5 mg. | 10 mg. 


“Approximate equivalent 


SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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ACR-ALLANTOMIDE 





N T MENT 






OINTMENT 


© MNNTOMOE wiTe one iN ORC EIOINE HTOROCHLOROE HIM 5 


$ Aoemg ting sydeaeniornde — 
Seiten - 


THE NATIONAL DRUG ©° 
Perc awecrnre t 6.4 





A 
in the chemotherapy i 


rounds 


The antiseptic properties of the acridines have been known for some time 
and 9-aminoacridine is one of the most useful. 


In Acr-Allantomide Ointment 9-aminoacridine is combined with sulfanilamide. 
Thus, full use is made of the natural synergism that exists when these two potent 
antibacterial agents are combined.?.2 


Acr-Allantomide Ointment offers these important advantages: 


1, It is effective against an extremely wide bacterial spectrum. 
2. It is effective in the presence of pus. 

3. It is non-injurious. 

4. It does not sting. 


Acr-Allantomide Ointment is intended for use in the local treatment of wounds, 
topical ulcers, burns and related surgical conditions. It is also of value in dressing 
boils, carbuncles and infected lesions. 


1 Martin, G. J. & Moss, J.: Proc. 111th Meeting A.S.C., p. 2B. Atlantic City, 
N. J. (April 14-18) 1947. 


2 Spotts, S. D.: Am. J. Surg. 2:183 (Aug.) 1947. 
ACR-ALLANTOMIDE OINTMENT IS AVAILABLE IN 1 


OUNCE TUBES AND 1 POUND JARS. DESCRIPTIVE LIT- 
ERATURE AND SAMPLES WILL BE SENT ON REQUEST. 








THE NATIONAL DRUG COMPANY pnitavecenia 44, penne. 


PHARMACEUTICALS © BIOLOGICALS » BIOCHEMICALS FOR THE MEDICAL PROFESSION 





NATIONAL 
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DEVEGAN® therapy has been 
considered by physicians who have 
CO Q reported on its use as the most effective, 
() convenient and cleanest method of eradicating a 

number of pathogenic bacteria causing vaginal infections, 


DEVEGAN was developed for the destruction of the trichomonas — 
by means of acetylaminohydroxyphenylarsonic 
acid — and for the restoration 
of a normal lactobacillary flora in cases of mixed infection, The effect is produced 
promptly and decidedly shortens the time of treatment. 
DEVEGAN tablets for home treatment in boxes of 25 and 250. 
DEVEGAN powder for office insufflation in 10 gram vials 
and 1 oz. and 8 oz. bottles, 


Winthrop-Stearns Inc. 
New York 13,N.Y. ¢ Windsor, Ont, 


DEVEGAN, trademark registered U. S. & Canada 
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FOR RAPID AND SUSTAINED 
ESTROGEN EFFECT 


ESTRUGENONE 


TRADEMARK 


SUSPENSION OF ESTROGENS (Water-Insoluble) 
(50,000 I. U. per cc.) 
WHAT IT IS—1 cc. of ESTRUGENONE* contains 50,000 
I. U. (5 mg.) of natural estrogenic substances (chiefly estrone) 
in a special suspending medium—9% in solution, and 91% as 
thin, flat, flexible microplatelets, small enough to pass through 
a 22-gauge needle. 
HOW IT WORKS—Upon intramuscular injection: 
] The microplatelets are filtered from the suspending medium 
by muscle bundles and fascia, forming in the muscle fascia 
a central flexible implant of stacked platelets responsive to 
movement of muscle fibers—a depot from which estrogenic 
substance is slowly released to the system; 
As the water-miscible suspending medium containing dis- 
solved estrogens diffuses into tissue fluids, precipitation of 
even smaller platelets occurs, forming a secondary implant. 


3 Residual dissolved estrogens flow immediately into circula- 
tion, giving a rapid effect. 
ADVANTAGES e Simplicity of regimen—one injection of 
50,000 I. U. gives subjective relief from symptoms within 24 
hours, full vaginal response within 48 hours, relief from subjec- 
tive symptoms for 1 month or longer, without occurrence of 
estrogen-withdrawal bleeding e Accurate dosage—microplate- 
lets suspend readily and evenly on shaking—settle slowly, 
permitting accurate withdrawal of dose e Virtually painless 
injection . . . microplatelets pass through 22-gauge needle... 
no clogging of needles . . . syringes easily cleaned. 


SUPPLIED in 5-cc. multiple-dose vials containing 50,000 I. U. (5 mg.) and 
20,000 I. U. (2 mg.) per cc.; and 1-cc. ampuls containing 20,000 I. U. (2 mg.), 


boxes of 25. *Exclusive trademark of Kremers-Urban Company. 


Sremers- Unban Company 
Established 1894 
Box 2038........ MILWAUKEE 1, WISCONSIN 
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FOR THE 
GENERAL SURGEON 


A combined surgical course comprising general sur- 
gery, traumatic surgery, abdominal surgery, gastro- 
enterology, proctology, gynecological surgery, urological 
surgery. Attendance at lectures, witnessing operations, 
examination of patients preoperatively and postop- 
eratively and follow-up in the wards postoperatively. 
Pathology, roentgenology, physical therapy. Cadaver 
demonstrations in surgical anatomy, thoracic surgery, 
regional anesthesia. Operative surgery and operative 
gynecology on the cadaver. 


For the GENERAL PRACTITIONER 


Intensive full-time instruction in those subjects which 
are of particular interest to the physician in general 
practice, consisting of clinics, lectures and demonstra- 
tions in the following departments—medicine, pediatrics, 
cardiology, arthritis, chest diseases, gastroenterology, 
diabetes, allergy, dermatology, neurology, minor surgery, 
clinical gynecology, proctology, peripheral vascular 
diseases, fractures, urology, otolaryngology, pathology, 
radiology. The class is expected to attend departmental 
and general conferences. 





THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 





FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N. Y. 


EYE, EAR, NOSE and THROAT 


A three-months combined full-time refresher course 
consisting of attendance at clinics, witnessing opera- 
tions, lectures, demonstration of cases and cadaver 
demonstrations; operative eye, ear, nose and throat on 
the cadaver; clinical and cadaver demonstrations in 
bronchoscopy, laryngeal surgery and surgery for facial 
palsy; refraction; radiology; pathology; bacteriology; 
embryology; physiology; neuro-anatomy; anesthesia; 
physical therapy; allergy; examination of patients 
preoperatively and follow-up postoperatively in the 
wards and clinics. 


ANESTHESIA 


A three months full-time course covering general and 
regional anesthesia, with special demonstrations in the 
clinics and on the cadaver of caudal, spinal, field blocks, 
etc.; instruction in intravenous anesthesia, oxygen 
therapy, resuscitation, aspiration bronchoscopy. 














OR safety and reliability use composite Radon seeds in your 
cases requiring interstitial radiation. The Composite Radon 
Seed is the only type of metal Radon Seed having smooth, 
round, non-cutting ends. In this type of seed, illustrated 
here highly magnified, Radon is under gas-tight, leak-proof 
seal. Composite Platinum (or Gold) Radon Seeds and 
loading-slot instruments for their implantation are available 
to you exclusively through us. Inquire and order by mail, 
or preferably by telegraph, reversing charges. 


THE RADIUM EMANATION CORPORATION 
GRAYBAR BLDG. Telephone MO 4-6455 NEW YORK, N. Y. 
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One of America’s Fine Institutions . . . 





. ye 





Dedicated to the Scientific Treatment of Nervous and Mental Disorders .. . 


... Ina Setting of Inviting Friendliness and Simple Grace . . . Elevation 1,200 Feet 
Newdigate M. Owensby, M.D., Psychiatrist-in-Chief . 
Atlanta Office, 384 Peachtree Street Reservation Necessary 


> haw T. McCurdy, Attending Physician BROOK HAVEN MANOR SANITARIUM 


ufus Evans, Attending Physician 


Elizabeth Hancock, Psycho-Therapist STONE MOUNTAIN, GA. 


85 Consulting Physicians and Surgeons 
We do not treat acute alcoholic intoxication or narcotic addiction 














ACUFF CLINIC 


514 West Church Ave. 
KNOXVILLE, TENNESSEE 


ANNOUNCES THE OPENING OF OFFICES 
AT THE ABOVE ADDRESS 


DIAGNOSIS, MEDICINE, SURGERY, ALLIED SPECIALTIES 


The Clinic is equipped with 100 mgm of Radium element and the latest type one 
quarter million volt constant potential X-Ray therapy equipment for the treatment 


of all forms of malignant diseases. 
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Saint Albans Sanatorium 
RADFORD, VIRGINIA 


A modern, ethical institution, fully equipped for the diagnosis, care and treatment of 
nervous and mental diseases and selected addiction cases. 2,000 feet elevation. Rates 
reasonable. Occupational and Hydrotherapy Departments. 


J. P. King, M.D. J. K. Morrow, M.D. D.D. Chiles, M.D.  T.E. Painter, M.D. 











THE CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 


For the Diagnosis and Treat of Mental and Nervous Disorders 





Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
way). 53% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment for 
electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupational and recreational therapy under 
the supervision of a trained therapist. An adequate nursing personnel gives individual attention to each patient. 
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THE THRESHOLD... FOR TWO 







OBron—the first preparation to suppl; 





such large amovats of calcium, 
phosphorus, iron and essential vitamix 
in a single hermetically-sealed 


\ aw capsule—presents a convenient and 
effective means of meeting the 
increased nutritional demands of the 


mother and rapidly-growing fetus. 
















PREGNANCY 


Adequate nutrition is especially important 
during embryonic life when the 
precursors of all organs are developed. 
Since the fetus depends entirely on 

the maternal blood for its nutrition, 
sufficient nutrients must be supplied 

to meet the increased needs of 

the mother and fetus. 











LACTATION 

OBron, prescribed during the period 

of lactation, provides adequate minerals 
and vitamins to protect the nutritional 
state of the mother and insure an optimal 
content of these nutritional elements 

in the milk for the nursing child. 


~ 


Ke 
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: 
SPECIFICALLY DESIGNED FOR THE OB PATIENT 
upply H 
t 
1 
itamin ! 
! 
1 
nd 
NOW ” 
‘the FOR THE OBRON 
s. FIRST CAG Snow TA’ 
Time 
! 
I 
i 
ortant , 
, *Dicalcium Phosphate, Anhydrous......... 768 mg. 
ed. CALerem Ferrous Sulfate, U.S.P.....ccccccccccsccccsccss 64.8 mg. 
' Vitamin A (Fish-Liver Oil). ...... eeeeeee 5,000 U.S.P. Units 
4 it i i t | *eneeeeae . iP. it 
PHOSPHORUS ; Vitamin D (Irradiated Ergosterol) 400 U.S.P. Units 
’ Vitamin B, (Thiamine Hydrochloride)........e2006- 2 mg. 
) Vitamin B, (Riboflavin)...........6. cooe 2mg. 
IRON ; Vitamin B, (Pyridoxine Hydrochloride)..........+. 0.5 mg. 
d WN, cviccdvesteenssaasisancas ctee SPS 
= \ Niacinamide..... cocccccccce 20.0 mg. 
»ptimal VITAMINS Calcium Pantothenate..... ccccccecce 3.0 mg. 
s \ *(Equivalent to 15 Grains Dicalcium Phosphate Dihydrate) 
! 
i ° 
~--j----@ ROERIG PON oo sto to 0s en se 0s oe 0 aisha 
I 
1 
| 
OBro FOR THE OB PATIENT 
1 
§ J. B. ROERIG AND COMPANY 
1 
H 536 Lake Shore Drive * Chicago 11, Illinois 
1 
i 
. 
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The 
Cincinnati Sanitarium 
Inc. 1873 
For Mental and Nervous Diseases 
A strictly modern hospital fully 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 
Emerson A. North, M.D. 
Charles Kiely, M.D. 


Visiting Consultants 














ELLIOTT OTTE, Business Manager 
Box No. 4, College Hill D. A. Jee, BED. 
CINCINNATI, OHIO Medical Director 








‘*REST COTTAGE’ College Hill, Cincinnati, Ohio 


For purely nerv- 
ous cases, nutri- 
tional errors and 
convalescents. 


Completely 
equipped for 
hydrotherapy, mas- 
sages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 
M.D. 


Charles Kiely, 
M.D. 


Visiting 
Consultants 


D. A. Johnston, 
M.D., Medical 
Director 


Elliott Otte, 
Bus. Mgr., Box 
No. 4, College 
Hill, Cincinnati, 
Ohio. 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions 
Established in 1925 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and helpful 
occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 














‘Westie Sanatorium 


ESTABLISHED IQII 


RICHMOND, VIRGINIA 


For the Treatment of NERVOUS and MENTAL DIS- 
ORDERS and Addictions to ALCOHOL and DRUGS 


STAFF: Jas. K. Har, Dept. for Men Pau V. Anperson, Dept. for Women 


ASSOCIATES: Ernest H. Alderman, uD. Rex x at M.D., John R. 
Saunders, M.D., Thos. F . Coates, Jr., M.D 
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Aluminum PENICILLIN. 


Aluminum Penicillin Oral Tablets provide for maximum utili- 
zation of the dose administered. Low solubility of the aluminum 
salt renders it much less liable to inactivation in the stomach. De- 
struction in the intestinal tract is inhibited by the addition of sodium 
benzoate. 


Aluminum Penicillin in Oil for. intramuscular injection is a 
bland suspension of the new relatively insoluble aluminum salt of 
penicillin in peanut oil alone. Fluid at body temperature, it has the 
outstanding advantages of not causing pain or sterile abscesses. 
Slow absorption is accomplished by the slight solubility of the drug 
itself. 

Aluminum Penicillin Oral Tablets. 12 tablets, 50,000 units each, 


Aluminum Penicillin in Oil. 10 cc. vials and 1 cc. ampules, 300,000 
units per cc. 


* Patent applied for. 
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MULTIPLE CALCINOSIS ASSOCIATED 
WITH HYPERVITAMINOSIS D* 
REPORT OF A CASE 


By Grorce McLean, M.D. 
and 
LrEsTER LEBo, M.D. 
Baltimore, Maryland 


Within recent years, the medical profession 
has been swamped with literature regarding 
vitamins as therapeutic agents in the treat- 
ment of many diseases, and with the claims of 
manufacturers emphasizing the potency of 
their respective products. Because of this highly 
specialized propaganda, many physicians have 
succumbed to the convincing and alluring 
claims and have placed their patients on mas- 
sive doses of vitamins without sufficient knowl- 
edge of the therapeutic effects or the toxicities 
and potential dangers to the patients. 


Rarely in these pamphlets do we see the 
contraindications or the early recognizable toxic 
manifestations of the vitamins stressed. How- 
ever in the current medical journals more and 
more clinical investigations and case reports are 
appearing, calling attention to the dangers of 
their excessive and prolonged usage.! 2 3 4 


Because of the frequent occurrence of arthri- 
tis in the general population, vitamin D has 
been extensively used; and harmful effects have 
resulted. This case report is presented as addi- 
tional evidence of the serious toxic effects of 
the prolonged use of vitamin D. 


J. W. J—A white man, aged 56, was first seen in 
our office on April 27, 1945, complaining of tiredness, 
loss of weight, lack of concentration, urinary frequency, 
insomnia, and pain in the neck, shoulders, knees, ankles 
and feet. 





*Read in General Clinical Session, Baltimore Day, Southern 
Medical Association, Forty-First Annual Meeting, Baltimore, Mary- 
land, November 24-26, 1947. 


In May of 1943, he had been a patient at the Johns 
Hopkins Hospital because of arthritis. There he had 
extensive laboratory and x-ray studies, with no evi- 
dence of any disturbance of his sugar, calcium, phos- 
phorus, nitrogen, or cholesterol metabolism. His renal 
function was normal. The diagnostic study revealed a 
mild hypertension, osteoarthritis of his spine, and a 
chronic prostatitis. He said that he had been treated 
for hypothyroidism for the previous eight years; but 
when he was discharged from the hospital, his thyroid 
medication was discontinued, and prostatic massage 
and diathermy for his arthritis were advised. When he 
returned home, he consulted his physician who ad- 
vised a streptococcus vaccine and six vitamin capsules 
a day, each capsule containing 30,000 international 
units of vitamin A and 25,000 international units of 
vitamin D. 


The patient appeared well developed, intelligent, and 


was in no apparent distress. He weighed 165% 
pounds. His height was 5 feet 10!4 inches; pulse rate, 


86; and blood pressure, 190 mm. systolic and 100 mm. 
diastolic. 


His hearing was normal. Ears showed no tophi. 


The pupils were equal and reacted promptly to light 
and accommodation. There was no evidence of mus- 
cle disturbance. The scleras were clear. Funduscopic 
examination showed an early retinal sclerosis but no 
evidence of any recent hemorrhages or exudates. 


The nasal septum was deviated to the right; and 
there was a thin watery secretion present. 


The sinuses were clear on transillumination. 


Several missing teeth had been replaced with well- 
fitting dentures. The remaining teeth and gums ap- 
peared normal. The tonsils had been completely re- 
sected. The tongue was moderately coated; the papillae 
were normal. 


The thyroid was small; trachea in the midline, and 
there were no palpable glands or any abnormal pul- 
sations in the neck. The cervical spine was freely mov- 
able. The thorax was of the normal type with good ex- 
pansion. The breath sounds were clear; and there 
was no impairment on percussion. 


The apex beat of the heart was heard in the fifth 
interspace, 9.5 cm. from the midline. The sounds were 
regular. The aortic second was accentuated; but 
there were no murmurs heard over the precordium in 
the upright or recumbent posture. The peripheral ves- 


sels were a trifle thickened; and the brachials were 
The abdomen was lax, with no tenderness 


pulsating. 
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or muscle spasm. The liver, kidneys and spleen were 
not felt. 

The lymphatic system showed no palpable glands. 

Superficial and deep reflexes were active, but equal 
on both sides. No abnormal reflexes were present. Co- 
ordination tests were well performed. No sensory dis- 
turbances were noted. Motor function was normal. 
There was no evidence of any muscular atrophy. 

The joints showed no deformity, and no limitation of 
motion; although motion in any direction caused pain 
in the thoracic and lumbar regions. The hands were 
normal except for a slight enlargement of the proximal 
interphalangeal joint of the right index finger. There 
was slight crepitation in both shoulder and knee joints. 
There was no swelling of the knees, elbows or ankles. 

The prostate showed a moderate benign hyper- 
trophy and the prostatic secretion contained only an 
occasional pus cell. The genitalia were normal and 
there was no evidence of hernia. 

Urinalysis showed an acid reaction, specific gravity 
1.010; albumin 20 mg.; sugar negative; and a rare 
white cell; granular and hyaline casts were found. 
Upon phenolsulfonphthalein test 29 per cent was ex- 
creted in one hour. 

Blood non-protein nitrogen was 50 mg. per 100 c. c.; 
uric acid 4.0 mg. per 100 c. c.; sedimentation rate 
corrected 23. The Kahn was negative. 


Hemoglobin was 71 per cent; erythrocytes 4,250,000; 
and leukocytes 6,500. Differential count showed poly- 
morphonuclears 70 per cent; lymphocytes 22 per cent; 
monocytes 8 per cent; and eosinophils 0. 

Basal metabolic rate was plus 7 per cent. Roentgeno- 
grams of the cervical spine showed extensive hyper- 
trophic changes around the bodies of the third, fourth, 
fifth and sixth vertebrae. The entire dorsal and lum- 
bar spine also showed marked hypertrophic changes 
with extensive calcifications of the spinal ligaments. 
The teeth showed no evidence of any infection. 

After his examination in April 1945, he returned 
to his home in Richmond, Virginia, and continued 
treatment for osteoarthritis and hypothyroidism. 


The patient was again seen on July 5, 1946, when 
he said that his symptoms had become worse. He 
complained of persistent nausea, tiredness, weakness, 
pain in the muscles of the legs, swelling of his eye- 
lids and ankles, loss of weight, severe backache, gen- 
eralized itching, and frequency of urination day and 
night. He further said that he had never discontinued 
the use of the vitamin capsules, and had taken six 
capsules daily for the previous two and a half years, 
or a total of 150,000 international units of Vitamin 
D and 180,000 units of vitamin A daily. 

One month prior to this time, he had noticed a lump 
appearing in his right gluteal region; and about the 
same time painful swellings of his left ring finger, 
thumb, and wrist. 


As he appeared quite ill, he was admitted to the 
Union Memorial Hospital for further study and ob- 
The physical 


servation. examination on admission 
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showed that he had lost twenty pounds in weight, was 
having difficulty in walking, and had quite pale skin 
and mucous membranes. His heart showed a moder- 
ate hypertrophy and a grade I systolic apical murmur. 
The peripheral blood vessels were definitely sclerosed. The 
skin was not only pallid and dry, but disclosed many 
excoriations, the result of scratching. The examina- 
tion of the left hand showed a cystic enlargement of 
the proximal interphalangeal joint and the tip of the 
ring finger, and the wrist was painful to manipulation. 
A globular, cystic, protruding mass, the size of a small 
orange, was noted in the gluteal region of the right 
hip, which interfered with the movements of the hip. 

Examination of repeated specimens of urine showed 
a polyuria and a specific gravity which failed to go 
over 1.010. They all contained albumin with a few 
casts and white cells. The Sulkowitch test was 2 
plus. The phenolsulfonphthalein test showed a 6 per 
cent excretion in one hour, and the same result on 
a repeated test. 


Blood sugar was 78 mg. per 100 c. c.; non-protein 
nitrogen 61.80 mg.; uric acid 2.58 mg.; calcium 9.01 
mg.; inorganic phosphorus 5.25 mg.; alkaline phos- 
phatase 6.85 Bodansky units; acid phosphatase 28.08 and 
27.01 Bodansky units. Total blood proteins were 6.93 
grams per 100 c. c. and cholesterol was 210.00 mg. 


Hemoglobin was 67 per cent, or 9.7 grams; hemato- 
crit 31 per cent, erythrocytes 3,520,000, leukocytes 
7,700, and platelets 275,000. Differential showed neu- 
trophils 69 per cent, lymphocytes 21 per cent, and mono- 
cytes 10 per cent. There were slight anisocytosis and 
poikilocytosis. Mean corpuscular hemoglobin concen- 
tration was 30; mean corpuscular volume 83, and mean 
corpuscular hemoglobin 26. 


Serum tests for syphilis were negative. 


Gastric analysis after an Ewald meal showed free 
hydrochloric acid 45, and total acidity 70; microscopic 
examination negative, and occult blood negative. 


The stool was negative for blood and parasites. The 
basal metabolic rate was plus 4 per cent. Intravenous 
pyelograms demonstrated no radiopaque calculi, but a 
very small amount of the opaque solution in the left 
kidney and none in the right. In a gall bladder se- 
ries the dye was concentrated well; and the gall blad- 
der emptied normally following the meal with no evi- 
dence of any stones. Very marked hypertrophic changes 
were evident in the upper lumbar region. In the 
gastro-intestinal series of x-rays, the esophagus, stom- 
ach, duodenum and colon exhibited no evidence of dis- 
ease. 


The heart showed slight en- 
The aorta showed evi- 


The lungs were clear. 
largement of the left ventricle. 
dence of some calcification (Fig. 3). There were no 
bone or vascular changes in the skull. In the pelvis 
and right hip was a large area of increased density pos- 
terior to the upper portion of the shaft and the inter- 
trochanteric region on the right side. The underlying 
bone appeared normal. The bone density and archi- 
tecture were normal. Streaks of calcification were also 
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Fig. 1 


Right hip showing multilocular calcifications. 





Fig. 2 
Left hand showing calcifications in the soft tissue of the 
ulna surface of the wrist and proximal interphalangeal 
joint and tip of the ring finger. 
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evident in the soft tissue apparently 
posterior to the ischia (Fig. 1). The 
deep femoral arteries were partly cal- 
cified (Fig. 4). Areas of calcium density 
were evident in the soft tissues of the 
left hand and wrist medial and posterior 
to the ulna and anterolateral to the 
proximal interphalangeal joint as well 
as the extreme tip of the fourth finger 
(Fig. 2). The bones and joints of the 
hands appeared normal. The knees ap- 
peared normal, and the posterior tibial 
artery was seen and was partly calci- 
fied (Fig: 5). In the long bones, skull 
and pelvis, there was no evidence of 
osteoporosis. 


As the mass increased rapidly in size 
and became more painful, an operation 
was deemed advisable. Dr. Robert W. 
Johnson, Jr., exposed the right gluteal 
region and found multilocular cysts, 
which contained a chalky material. The 
cyst on the left ring finger was also 
incised and the same type of material was obtained. 

The pathological report noted that the substance 
from the hip was chrome yellow and mealy in con- 
sistency ; and that from the finger was a mealy white. 


The histological appearance of all tissues examined 
was characterized by calcium deposition, osteoid forma- 
tion, and foreign body reaction. The general pattern 
of multilocular architecture conformed to the radiologi- 
cal picture. Deposits of blue staining calcium with- 
in the cysts and cyst walls were surrounded by endo- 





Fig. 3 
Hypertrophic osteoarthritis of the spine and calcific 
deposits in the abdominal aorta. 











Fig. 4 
Calcific deposits in both femoral arteries. 


thelial macrophages, foreign body giant cells and swol- 
len fibroblasts. Dispersed throughout the sections 
were large, polyhedral cells, probably of osteoblastic 
nature. There was no evidence of tuberculosis, osteo- 
myelitis, or true bone tumor. Pathological diagnosis 
was multilocular cysts. 


Chemical analysis showed the precipitate to be cal- 
cium. Because the dilution had to be very high in the 
quantitative analysis, it was assumed to be almost pure 
calcium. <A cholesterol determination was positive, but 
was not important quantitatively. 


His stay at uneventful, and he 


ran an afebrile 


the hospital 
course. 


was 


In a recent communication, the patient has advised 
us that following the withdrawal of vitamin D, his 
symptoms have disappeared, and he now has regained 
his normal weight. His appetite is excellent and he 
has been eating all foods that are rich in calcium, such 
as milk, cream, butter and cheese. He has more en- 
durance, his blood count is now normal, and the met- 
astatic calcifications have gradually disappeared (Figs. 
6 and 7). 

This case shows marked similarity in its toxic 
manifestation to the other cases previously re- 
ported. The symptoms were much the same, 
namely: weakness, excessive fatigue, anorexia, 
weight loss, generalized pruritus, insomnia and 
muscular pains; also clinical signs of renal fail- 
ure, albuminuria, casts, failure of kidney to con- 
centrate a urine with a specific gravity above 
1.012, as well as reduced phenolsulfonpthalein 
tests. There was poor function of the excre- 
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tion urogram, azotemia, metastatic 
calcifications in the soft tissues 
and the blood vessels, anemia and 
prostatitis. 


The serum blood calcium and 
phosphorus were within normal 
limits; the urinary calcium was 
evidently increased as evidenced 
by a two-plus Sulkowitch test. 
Freeman, et alii have called atten- 
tion to the fact that an increased 
urinary calcium excretion and a 
condition favorable to the deposi- 
tion of calcium in the kidney may 
precede, and need not be accom- 
panied by hypercalcemia. Reed* 
also has said that he has seen 
severe intoxication even to the 
lethal stage in the presence of a 
perfectly normal serum calcium. 


We are unable to explain the high acid phos- 
phatase. This test was repeated; and a com- 





Fig. 5 
Calcific deposits in posterior tibial artery. 
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Fig. 6 
Right hip, fifteen months after the withdrawal of vitamin D, showing no 
calcifications. 





Fig. 7 
Left hand and wrist, fifteen months after the withdrawal of vitamin D 
showing no calcifications. 








394 


plete urologic study failed to reveal any evi- 
dence of a prostatic malignancy. 


CONCLUSION 


We feel that this is a case of renal insuffi- 
ciency, anemia, and metastatic calcinosis caused 
by excessive vitamin D therapy. Since the with- 
drawal of vitamin D, the patient is able to metab- 
olize calcium efficiently, and the previously 
noted calcific deposits have disappeared. There 
is no longer any evidence of anemia; and renal 
function has definitely improved. 


If we are to avoid the severe toxic manifes- 
tations of vitamin D poisoning, we must make 
closer observations, periodic laboratory and 
x-ray examinations, and question our patients 
as to whether they are taking vitamin therapy, 
especially those patients having an unexplain- 
able renal insufficiency, anemia, or calcific de- 
posits in the blood vessels or soft tissues. 
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IMPORTANT FACTORS IN THE SURGI- 
CAL REMOVAL OF URETERAL CALCULI* 


By Hamitton W. McKay, M.D. 


H. Haynes Barrp, M.D. 
and 
KENNETH M. Lyncu, Jr., M.D* 


Charlotte, North Carolina 


We recently presented before the Section on 
Urology of the American Medical Association 
an analysis of our experiences in treating 200 
cases of urinary calculi observed during the pre- 
vious three years at the Charlotte Memorial 
Hospital.* At that time we described a new 





*Read in Section on Urology, Southern Medical Association, 
Forty-First Annual Meeting, Baltimore, Maryland, November 
24-26, 1947. 

*Photographic work was made possible by the Heineman Research 
Foundation. 

tResident in Urology, Charlotte Memorial Hospital. 

tService of McKay, McKay, and Baird. 
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technic for removing stones in the lower ureter 
by open operation. 


A study of the above mentioned 200 cases 
with an additional 50 cases observed during the 
past six months has brought to our attention 
the importance of deciding whether it is better 
to perform open operation for a ureteral stone 
or to attempt its removal by operative cystos- 
copy. No attempt in this paper will be made 
to evaluate the various technics used in the 
open and closed removal of ureteral calculi. It 
is our conviction, from an analysis of these cases, 
that the method used should be one which will 
more nearly preserve the anatomic structure of 
the ureter, thereby insuring normal ureteral per- 
istalsis, the all important factor. This is best 
accomplished by deciding which method offers 
less danger of trauma to the ureter with subse- 
quent impaired urinary drainage, infection and 
attendant bacteremia, pyelonephritis, and pros- 
tatic abscess. 


It is an old adage that one must fit the oper- 
ation to the pathological condition and not try 
to reverse the process. Each patient should be 
treated as a separate entity and it is difficult 
to offer generalizations. Suffice it to say, that 
operation is best which offers the best chance 
of preserving the functional and anatomical in- 
tegrity of the upper urinary tract. For we know 
from experience, and sometimes quite sad expe- 
rience, that the removal of the stone itself, leav- 
ing an injured ureter behind does not effect 
what the urologist most strives for, namely: 
the restoration of the patient to a state of 
physiological and anatomical normalcy. 


The treatment of urolithiasis is still in its in- 
fancy, and we firmly believe that in the not too 
far distant future the biochemist and physiolo- 
gist will render our present methods of treatment 
archaic. 


The excellent work of both Greene and Lapi- 
des, combined with a recent observation of ours 
substantiates the above principle, namely: the 
importance of preserving a normal upper urinary 
tract after any type of operation, thereby allow- 
ing the ureter to retain its normal peristalsis. 
Greene says: 


“Moderate dilatation (9 to 11 F.) of a dog’s ureter 
produces a decrease in the rate and amplitude of ure- 
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teral contractions and a decrease of the transmission 
of urine down the ureter. Wide dilitation (14 to 16 F.) 
produces ureteral hypertonicity which acts as a func- 
tional obstruction and produces acute pyelectasis and 
ureterectasis. Repeated wide dilatation of the ureter pro- 
duces permanent hydronephrosis and hydroureter. The 
characteristic histologic picture of the hydronephrotic 
kidney which results from ureteral dilatation is scattered 
regions of tubulous dilatation and collapse with in- 
creased fibrosis. The histologic changes in the ureter 
which result from dilatation are loss of mucosa, edema 
of the submucosa, stretching and rupture of the smooth 
muscle, and widespread hemorrhage. The pathological 
picture later on shows the muscle bundles to be dis- 
organized with a marked increase in fibrous tissue be- 
tween the muscle bundles combined with a _ hyper- 
trophy of the mucosa.” 

Recently we removed a large hydronephrotic 
kidney caused by an anomalous vessel obstruct- 
ing the ureteropelvic junction and attached to 
it was 6 centimeters of a normal ureter. After 
the kidney was removed, it was inflated with 
water for photography (Fig. 1). Normal rhyth- 
mic peristalsis began immediately in the attached 
ureter and persisted for 20 minutes actually 
timed by the clock. Prior to filling the pelvis, 
no ureteral peristalsis was noted. This obser- 
vation is in keeping with Lapides’ recent work. 
Thus, one can conclude that normal ureteral 
peristalsis is dependent on the presence of fluid 
and increased pressure in a 
histologically normal ureter 
attached to the kidney pel- 
vis and is independent of 
the extrinsic innervation. 
Since ureteral peristalsis is 
an inherent function of the 
normal ureter dependent 
on its anatomical con- 
tinuity of structure and in- 
dependent of nerve supply, 
any procedure or process 
which destroys this will 
naturally also destroy per- 
istalsis. 


If one is to prevent the 
destruction of normal ure- 
teral peristalsis, it is neces- 
sary carefully to maintain 
free drainage with the pre- 
vention of acute infection, 
and most especially to pre- 
vent recurrent attacks. 


ae 
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Arrow points to vessel which produced the hydronephrosis. 
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Whether the operative procedure be open or 
closed, if it will maintain free drainage and pre- 
vent recurrence of infection, it is acceptable. 
Any procedure which produces long periods of 
stasis with attendant infection certainly should 
be condemned. The effect of extravasated urine 
in the tissues is well known; it causes necrosis. 
Any procedure which causes extravasation should 
most carefully be avoided. 


What does it profit the urologist to remove 
the stone and yet lose ureteral peristalsis, termi- 
nally lose the kidney, and sometimes lose the pa- 
tient? To illustrate the above principle, we pre- 
sent the following case histories: 


Case Report. CMH 61757.—Mr. J. E. R., a 40-year- 
old white man, was admitted to the hospital with a 
history of kidney colic on the right side occurring in- 
termittently for one week prior to admission. During 
the previous three years he had suffered from inter- 
mittent colic associated with chills and fever. Exami- 
nation revealed a stone in the intramural part of the 
right ureter, quadrilateral in shape, about the size of 
a garden pea, presented a rough surface (Fig. 2). Pus 
was seen to come from the right ureteral orifice. Un-.- 
fortunately the ureteral catheter perforated the ureter 
(Fig. 3). This was followed by acute sepsis. The fol- 
lowing day a ureterolithotomy through a Gibson in- 
cision was performed. A greatly thickened and fibrosed 
ureter was found which prevented rhythmic peristalsis. 


Ma iiss ccs 


a a id 


Fig. 1 
A normal ureter is attached. 








Although the patient’s immediate postoperative course 
was uneventful, he later developed a uretero-cutaneous 
fistula which persisted for five months despite the fact 
that he was treated by an indwelling No. 6 French 
ureteral catheter on numerous occasions. The retro- 
grade pyelo-ureterogram revealed a ureter which was 
grossly dilated and tortuous. We assume that fibrosis 
in the wall of the ureter prevented normal rhythmic 
peristalsis. This pathological condition probably re- 
sulted from the long standing partial blocking of the 
ureter with attendant infection. 


The absence of ureteral peristalsis probably 
played a role in the occurrence and persistence of 
the fistula since it was proven that the lumen 
of the ureter was patent. 


Case Report. CMH 52193—Mrs. O. P. was admit- 
ted to the hospital because of a history of episodes of 
pain in the left flank and along the course of the left 
ureter, associated with chills and fever, of two years 
duration. In an attempt to relieve her symptoms a 
laparotomy had been done elsewhere six months prior 
to admission, and the patient thought that some gyne- 
cological procedure was carried out. Cystoscopic exam- 
ination and x-rays revealed two points of obstruction 
in the left lower ureter, the lower a suspected stone 
and the upper an undue angulation due to periureteral 
fibrosis (Fig. 4). Prior to operation, while trying to 
remove the stone with a stone basket the ureter was 





Fig. 2 
Stone in lower ureter. 


396 SOUTHERN MEDICAL JOURNAL 


May 1948 


perforated (Fig. 5). Because of the possibility of an 
intraperitoneal communication and the presence of an 
obstruction below the perforation an exploration of the 





Fig. 3 
Pyelo-ureterogram shows extravasated dye. Perforation 
produced by ureteral catheter. 





Fig. 4 
Oblique film shows stone adjacent to catheter. 
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lower ureter was performed. A dense periureteral fi- 
brosis was encountered above the site of a small per- 
foration in the wall of the ureter. After a prolonged 
search no stone was located. A No. 16 French urethral 
catheter was passed down into the bladder and left 
indwelling for three days demonstrating, so we thought, 
the absence of an obstruction. This later proved to be 
incorrect. The patient’s postoperative course was un- 
eventful and she was discharged on the fourteenth post- 
operative day with the incision healed. At this point 
we thought the shadow which had previously been 
considered a stone was probably a phlebolith and that 
the pathologic findings resulted from _periureteral 
fibrosis. She was re-admitted one week later suffering 
with chills, fever, and urinary drainage from the pre- 
viously healed incision. The patient was immediately 
cystoscoped and a No. 7 French catheter passed to the 
kidney where it was left indwelling for five days and 
then removed. Five days later the patient passed a 
semicircular stone corresponding to the shadow pre- 
viously seen on x-ray. She has remained well and sub- 
sequent pyelo-ureterography revealed that the ureter 
had not returned to a physiological state. 


This illustrates how permanent damage to 
the ureter can be produced by poor manage- 
ment on the part of the urologist. We are ex- 
pecting this patient to return to the clinic with 
recurrent attacks of pyelonephritis and probably 





Fig. 5 
Ureterogram reveals perforation of the ureter and the 
stone in the terminal ureter behind the pubic arch. 
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terminal hydronephrosis resulting from the in- 
terruption of ureteral peristalsis. 


Case Report. CMH 64314.—Mrs. J. P., a 28-year- 
old white woman, was admitted to the hospital with 
a history of kidney colic on the right side, occurring 
intermittently with chills and fever, of 18 months dur- 
ation. During this time her local physician had di- 
lated the right ureter many times with a ureteral ca- 
theter and told the patient she had a stone in the lower 
right ureter. Urologic examination upon admission to 
the hospital disclosed a pyramidal-shaped stone in the 
terminal right ureter with dilatation above the stone 
and a constriction at the ureteropelvic junction (Figs. 
6 and 7.) Urinalysis showed only a few red blood 
cells, and the white blood count was normal. The stone 
was removed by our new operative technic described 
in a previous paper, and she had an uneventful con- 
valescence. 


This case well illustrates the fact that con- 
servative treatment is not always the method of 
choice. Earlier open operation would have saved 
this patient multiple episodes of kidney and 
ureteral damage. Unquestionably open opera- 
tion produced less damage to the ureter than 
the previous repeated ureteral dilatations and 
episodes of infection. 


Case Report. GSH 31632—M. E., 2 38-year-old col- 
ored woman, was admitted to the hospital with a his- 
tory of kidney colic, chills, and fever of 18 months 





Fig. 6 


Kidney-ureter-bladder film 
catheter in the lower ureter. 


shows stone adjacent to 
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duration. Urologic examination revealed a sickle-shaped 
stone in the upper ureter (Fig. 8). We believed that 
the shape of this stone would prevent spontaneous 
passage. A lumbar muscle splitting incision was used 
for removal of the stone, and she was out of bed on 
the second postoperative day and returned to work 
14 days after her operation. 

The above case presents an excellent illustra- 
tion of the basic points of this paper. In the 
first place, if one considers the size of the 
stone, operative cystoscopy would have been in- 
dicated. The general contour and shape of the 
stone plus the location were, in our opinion, in- 
dications for open surgery. This opinion was 
confirmed after the stone was removed and ex- 
amined. We feel sure that an attempt at cysto- 
scopic removal would have resulted in a pro- 
longed convalescence and possible permanent 
kidney and ureteral damage. 


Case Report. CMH 35024—F. N., a 59-year-old 
white man, was admitted to the hospital because of 





Fig. 7 
Pyelo-ureterogram shows constriction at the ureteropelvic 
junction and ureterectasis of the lower ureter. 
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sudden, severe kidney colic on the left side. He gave 
no past history of kidney disease. His general health 
had always been excellent except for a low grade pros- 
tatitis during the preceding three years. Physical exam- 
ination revealed the patient to be in severe pain. There 
was generalized pallor and tachycardia; otherwise no 
abnormal findings were noted. Laboratory studies re- 
vealed a few red and white cells in the urine. A cul- 
ture of the urine from the left kidney was positive for 
hemolytic staphylococcus aureus. X-ray studies and 
cystoscopy revealed a smooth stone 2 centimeters by 1 
centimeter, shaped like an incisor tooth, 1 centimeter 
above the left ureteral orifice, with the small end of 
the stone pointing inferiorly (Fig. 9). Two ureteral 
catheters were passed up the left side upon admission 
under intravenous “pentothal” anesthesia and left in- 
dwelling for 48 hours. At the end of this time the 
patient was again cystoscoped under spinal anesthesia, 
and a ureteral meatotomy was performed using a Moore 
electrode. Two fingers were inserted into the rectum 
and the stone was manipulated into the bladder under 
direct vision. A ureteral catheter was passed to the 
kidney and left indwelling for 24 hours for drainage 
purposes. The entire postoperative course was unevent- 
ful. 

The method employed in this case offered 
free drainage of infected urine via the ureteral 





Fig. 8 
Kidney-ureter-bladder film shows small rough stone in 
the upper ureter. 
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catheter for a few days prior to removal of the 
stone. A ureteral meatotomy followed by pres- 
sure via the rectum was the least traumatizing 
to the ureter of available methods. 


Case Report. CMH 31737.—S. C., a 42-year-old white 
man, was admitted to the hospital because of kidney 
colic on the right side. X-rays revealed a fairly large 
round stone in the upper ureter and two small stones 
in the kidney (Fig. 10). The patient was cystoscoped 
and a No. 6 French catheter was passed up the right 
ureter inadvertently pushing the stones into the pelvis 
of the kidney. A culture of the urine from the kid- 
ney was negative. The catheter was left indwelling 
for 48 hours. Five days later, as he showed no signs 
of sepsis or ureteral obstruction, he was discharged 
from the hospital and followed at the office. A flat 
plate taken two weeks later showed the stones to be 
at the lower brim of the bony pelvis. He was re- 
admitted to the hospital and a No. 6 French catheter 
was introduced up the ureter past the stones and left 
indwelling for 72 hours at the end of which time a 
ureteral meatotomy was performed (Fig. 11). The 
patient’s course was afebrile and three days later he 





Fig. 10 
Kidney-ureter-bladder film shows two small stones in the 
kidney and a round stone in the upper ureter. 





Fig. 11 


Fig. 9 (Same patient as Fig. 10). Kidney-ureter-bladder film 
Kidney-ureter-bladder film shows large smooth stone in shows the two stones which had been in the kidney of 


the terminal ureter. the one in the upper ureter to be in the terminal ureter. 
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passed all three stones spontaneously. At no time did 


he have any sign of infection or stasis. 

This patient’s past history is interesting in 
that he has passed many small stones from both 
kidneys showing that he probably had normal 
ureteral peristalsis in both ureters. The pyelo- 
ureterogram demonstrated that he had a al 
mal looking ureter and at no time did he have 
evidence of infection or of a complete blockage 
of the ureter. If this patient had not had a 
normal ureter the chances* are that it would 
have been necessary*to remove the stones by 
open operation. It is our belief that the pres- 
ence or absence of normal ureteral peristalsis ex- 
plains why one patient is able to pass a large 
stone while in another individual the stone must 
be removed by open operation. 


SUMMARY 


The conclusions which we have reached are 
the result of an analysis of 250 cases of uroli- 
thiasis admitted to our service at the Charlotte 
Memorial Hospital over a period of three and 
one-half years. Six illustrative cases are pre- 
sented. 


We have presented what we consider to be 
a fundamental concept in the management of 
ureterolithiasis, namely, the preservation of 
ureteral peristalsis. Evidence that normal ure- 
teral peristalsis is independent of nerve supply 
is given. We believe that this basic principle 
should receive paramount attention in the urolo- 
gist’s decision as to whether to remove a calculus 
by operative cystoscopy or by open operation. 
We make a plea for the attempted preservation 
of ureteral peristalsis and lessening of permanent 
damage to the ureter and kidney, by avoiding or 
reducing trauma and infection. 

It is our sincere belief that if the above basic 
principle, together with the well-known clinical 
factors such as the position, shape, and size of 
the stone, is kept in mind, a clearer indication 
for the procedure of choice will be apparent to 
the urologist. 
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DISCUSSION (Abstract) 


Dr. Hugh T. Beacham, New Orleans, La—The ureter 
is the birth canal for the delivery of little calculus 
from the kidney to the bladder. Of necessity, in early 
labor there is active peristalsis, but like the obstetrician 
the urologist must predict or recognize ureteral dystocia 
unless impaired renal function or infection are to re- 
sult. 


If the stone is moving, watchful expectancy is in or- 
der; but should there be no progress, hopeful procras- 
tination may lead to disaster. 

How can one predict ureteral dystocia and decide 
when surgery should be performed? 


The size and shape of the stone have been mentioned. 
Small (5 mm. or less) smooth stones usually pass be- 
fore dilatation or infection takes place. Small jagged 
stones often pass, though they may require dilatation 
and dislodging at times. Larger smooth calculi not in- 
frequently progress very satisfactorily to the bladder. 
Large rough calculi seldom progress down the ureter 
in spite of manipulation. These are generalizations and 
there are exceptions depending upon the peristalsis and 
the ability of the ureter to dilate. 


Regardless of the size or shape of stones, should they 
remain lodged at the same site over a period of weeks, 
even without infection or evidence of back pressure as 
indicated by pain or dilatation, they should be removed 
by open surgery. In instances with infection and even 
slight dilatation, surgical extirpation is urgently indicat- 
ed as soon as the condition of the patient will permit. 

Unfortunately pain is not a true index of the exist- 
ing pathologic condition. Patients and physicians are 
prone to disregard even known stones in the absence of 
pain or in the presence of mild discomfort, until irrepar- 
able damage has occurred, sometimes necessitating the 
removal of kidney and the calculi. 


Dr. H. P. McDonald, Atlanta, Ga—The incidence of 
ureteral calculi in Drs. McKay, Baird and Lynch’s sec- 
tion seems higher than in ours. 


In the management of ureteral calculi, a factor that 
should be borne in mind is the recuperative power of 
the ureter which in our experience, and I am sure in 
yours, is very great. Usually the dilated pelvis returns 
to normal or approaches normal after relief of ob- 
struction and control of infection. Likewise, the di- 
lated ureter returns to normal, or approaches normal. 
This is observed most remarkably following delivery 
not of the stone but of a baby. During pregnancy the 
ureters are dilated enormously and within a few months’ 
time return to normal. 


As an aid to manipulation of stones by the various 
instruments, I should like to recommend and empha- 
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size the importance of ureteral meatotomy in every 
case. For this purpose we use the McCarthy straight 
scissors instead of an electrotome. We feel that the 
ureteral opening can be incised more exactly with the 
scissors, and in our hands the electrotome has at times 
incised the ureter a little beyond or perhaps not exactly 
in the line that we wished. 


Dr. McKay (closing) —I suggested about eighteen 
months ago that we review our work on stone forma- 
tion, chiefly because one of the large life insurance com- 
panies has said that stones in the Piedmont section of 
the two Carolinas were five times as common as in 
any other section oi the United States. 


I have not been able to verify these figures, but 
removal of the stones constitutes one of our greatest 
problems, as you can easily see in a small service like 
ours, if you have 250 cases of stones to manage over 
a period of three years. We found out very definitely 
that we did not know very well how to handle them. 

In the first study, which we presented before the 
Urological Section in Atlantic City, a review of 200 
cases, we were astounded to find that 40 to 50 per 
cent of these 200 cases had prolonged hospital stays. 
They had various complications that you are very fa- 
miliar with, such as bacteremia and pyelonephritis, and 
we began to feel we did not know very much about the 
management of stone formation, so we come before 
this Section today to emphasize two additional factors. 

In addition to the position, size and shape of the 
stone, we feel when a patient presents himself or her- 
self to a urologist, that he should consider the amena- 
bility, first, of the ureter to dilatation. You know well 
how many cervices are not amenable to dilatation. 
The second factor that we emphasize in this paper is 
the one of ureteral peristalsis which we believe is of 
great importance. 





FACTORS INFLUENCING THE HEALING 
OF ANORECTAL SURGICAL WOUNDS* 


By JouHn McGrvney, M.D. 
Galveston, Texas 


When an anorectal wound heals to a certain 
point and then after a reasonablé period of 
time shows no further tendency to heal, a state 
of “delayed wound healing” may be said to 
exist. This paper will concern only the type 
_ of tissue repair that occurs in the healing of 
anorectal wounds and those factors which con- 
tribute to delayed healing of these wounds. 





*Read in Section on Proctology, Southern Medical Association, 


Forty-First Annual Meeting, Baltimore, Maryland, November 
24-26, 1947. 


*From the Department of Surgery and the Proctologic Clinic, 
University of Texas School of Medicine, Galveston, Texas. 
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The healing of anorectal wounds is practically 
always by granulation tissue because the surgical 
wounds themselves are either primarily infected 
as in the case of fistulectomy, incision of ab- 
scesses and excision of anal ulcers, or they are 
contaminated at operation and soon become 
infected as in the case of hemorrhoidectomy. The 
surgical principles guiding the conduct of the 
operation and the postoperative care are there- 
fore somewhat different from those ordinarily 
followed in other types of surgery where healing 
by granulation tissue is the exception rather than 
the rule. It is this difference in surgical prin- 
ciples to be followed that to a large extent 
justifies anorectal surgery as a specialty. The 
factors which influence the healing of anorectal 
wounds may be listed as follows: 


(1) General condition of the patient. 
(2) Rest of the part. 

(3) Foreign bodies in the wound. 

(4) Blood supply. 

(5) Incomplete removal of the lesion. 
(6) Infection. 

(7) Behavior of the wound. 


The general condition of the patient is always 
reflected to a certain extent in his ability to 
repair tissues. Deficiencies in any of the ele- 
ments which are involved in the repair of tissues 
may exist by themselves or may be the result of 
a metabolic, an infectious or a degenerative 
disease. 


Rest is desirable in the healing of any tissue. 
This is ordinarily secured in most surgical 
wounds by suture, but this is not desirable in 
anorectal wounds. Motion of the wound edges 
breaks down tissue repair and leads to excessive 
granulation tissue and scarring. This leads to 
delayed healing. 

The most frequent foreign body found in 
anorectal wounds is suture material. The ano- 
rectal area is an extremely vascular one. As a 
consequence, surgery in this region is accom- 
panied by a considerable amount of bleeding. 
Suture material used to control this bleeding 
not only acts as a foreign body, but increases 
the amount of devitalized tissue which must be 
absorbed or discharged from the wound before 
healing can be completed. 

The blood supply of the anorectal region is 
more than adequate but there is usually a con- 
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siderable amount of passive congestion present 
and this is increased when a wound is created. 
This blood stasis tends to produce asphyxia and 
poor nutrition of the tissues and renders healing 
of tissues in this area most difficult. The problem 
is not one of a deficiency, but of poor circulation 
of blood. 


Perhaps the most common cause of delayed 
healing of an anorectal wound is incomplete re- 
moval of the lesion at operation. In fistula 
surgery, if subsidiary tracts are left unopened or 
thick layers of indurated tissue are left behind 
in the wound, healing is not only greatly de- 
layed, but recurrence often follows. When vari- 
cosities are allowed to remain in the edges of 
a wound, venous drainage will be impaired and 
a true varicose ulcer of the region may develop. 

All anorectal wounds are infected either pri- 
marily or secondarily and as a result their 
healing is delayed until local immunity of the 
tissue is established. If the local immunity is 
delayed or the infection is excessive, there may 
be a considerable amount of scarring. This 
scarring limits the blood supply and nutrition of 
the area and may produce an indolent type of 
wound. Anorectal wounds are exposed to path- 
ogenic bacteria continuously. Were it not for 
the inherent local resistance of these tissues to 
the organisms ordinarily present, most anorectal 
surgery would end disastrously. Occasionally 
there is a specific wound infection due to 
tuberculosis, syphilis, actinomycosis, micro- 
aerophilic hemolytic streptococcus infection, or 
lymphopathia venereum and in this event re- 
tarded healing should be expected. 


Since surgical wounds of the anorectum are 
created with the anticipation of infection, the 
wound is constructed to afford the freest pos- 
sible drainage and offer the least avenue for 
infection to spread. However, certain anatomical 
relationships which influence the healing of 
anorectal wounds must be taken into considera- 
tion. 


The longitudinal muscle of the rectum (Fig. 
1) is formed by the attenuation of the taenia 
of the sigmoid which spreads out to invest the 
inner circular musculature of the bowel. At the 
anorectal junction it becomes somewhat more 
fibro-elastic in character, and fusing with the 
fascial reflexions of the levator ani muscle it 
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becomes the conjoined longitudinal muscle. From 
this muscle are given off fibro-elastic extensions 
(Fig. 2) which surround and penetrate the ex- 
ternal and, to a lesser degree, the internal 
sphincter muscle. (1) These terminate partly 
in the lining membrane of the anal canal and 
partially in the perianal skin as the corrugator 
cutis ani muscle. This fascial arrangement fixes 
and protects the anal canal and by a constant 
upward pull on the anus and perianal tissues, 
prevents its eversion. Thus there is always a 
force applied to anorectal wounds in a medial 
and upward direction. The component parts of 
the external sphincter muscle have a constant 
constricting action which tends to draw the 
edges of an anorectal wound together. 


It becomes apparent that there are two prin- 
cipal forces acting upon wounds in this area 
(Fig. 3) one in a medial and cephalad direction 
and one in a side-to-side fashion. If a surgical 
wound of this region is of such a character 
that the medial and caphalad force acting upon 
it predominates (Fig. 4) there will be a great 
tendency for the outer extremity of the wound 
to be drawn into the anal canal with the likeli- 
hood of its becoming undermined (Fig. 5) lead- 
ing to postoperative sinus and abscess forma- 
tion. This is particularly true when the wound 
is located in the anterior or posterior com- 





Fig. 1 

The anorectal region: (a) anal papilla; (b) rectal column; 
(c) anal crypt: (d) deep external sphincter muscle; 
(e) internal sphincter; (f) anal intermuscular septum; 
(g) superficial external sphincter muscle; (h)_ subcu- 
taneous external sphincter muscle; (i) _ longitudinal 
muscle; (j) levator ani muscle; (k) conjoined longi- 
tudinal muscle. 
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missures of the anus where the fibro-elastic ex- 
tensions are much more numerous. If a sinus 
or an abscess develops in the wound the pro- 
longed infection leads to the formation of an 
excess of scar tissue and a delay in the covering 
of the wound with epithelium. 

In order to avoid this complication, surgical 
wounds of this area should always be extended 
outward beyond the influence of the fibro-elastic 
extensions (Fig. 6) so that the medial and up- 
ward force has little or no influence upon the 
wound and it is permitted to heal side to ‘side 
(Fig. 7). The wound edges should be beveled 
and the longitudinal ends tapered so that there 
is a gradual slope to the skin surface in all 
directions. This type of wound is not likely to 
become complicated by “bridging” or under- 
mining of its edges. It is apparent that the 
problem of wound healing resolves itself into 
one of making every effort to minimize infec- 
tion on the one hand and promoting local re- 
sistance of the tissues on the other. Measures 














The conjoined longitudinal muscle: (A) levator ani 
muscle; (B) rectal gland; (C) anal crypt; (D) internal 
sphincter muscle; (E) conjoined longitudinal muscle: 
(F) pecten; (G) external sphincter muscle; (H) anal 
intermuscular septum; (I) skin tag; (J) corrugator cutis 
ani muscle. (After Gorsch: Perineopelvic Anatomy from 
= — Viewpoint. New York: Tilghman Co., 
Ba 


useful in the prevention and treatment of de- 
layed healing of anorectal wounds are: 

(1) Improve the general condition of the 
patient. 

(2) Rest of the part. 

(3) Removal of foreign bodies from the 
wound. 

(4) Increase and maintain good blood supply 
to the area. 

(5) Reduce infection in the area. 

(6) Care of the wound. 


There is rarely a surgical patient who cannot 
be benefited to some extent by attention to the 
improvement of his bodily resources. Detection 
and correction of metabolic and infectious dis- 
eases before operation will pay big dividends in 
wound healing. The body can ill afford to de- 
vote its resources to the healing of two processes 
at the same time. Deficiencies in blood, min- 
erals, proteins and vitamins should be ascer- 
tained and corrected if present particularly in 
the aged. The cardiac and renal function should 
be brought to a maximum efficiency. 

It is desirable to rest most proctologic pa- 
tients until granulation of the wound is pro- 
ceeding in a satisfactory manner. Those patients 
whose wounds show a tendency to heal slowly 
should have their activity restricted even longer 
with a considerable amount of time spent at 
rest to protect the wound from physical injury. 
It has been shown that the rubbing together of 

















Fig. 3 
Anatomic forces acting on perianal tissues. 
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the opposing sides of a wound often leads to 
the formation of excessive granulation tissue. 

(2) The diet should be bland and a demul- 
cent agent should be given by mouth to min- 
imize trauma to the wound. 

The foreign body which is most frequently 
encountered in and removed from an anorectal 
wound is suture material. This material should 
be one which is readily absorbed, and every 
effort should be made to minimize the amount 
used in the wound. When it has served its pur- 
pose and is found lying loose in the wound it 
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should be removed. Ligatures should include 
only the smallest amount of tissue possible in 
order to reduce the amount of tissue to be 
sloughed before healing can take place. 


A good blood supply to the anorectal region 
is best maintained with the patient at rest in 
bed. The horizontal position combats blood 
stasis by encouraging venous return. Ice bags 
applied to the anus after surgery will aid in 
decreasing pain. After the first twenty-four 
hours, however, warm moist applications seem 
to be more appreciated by the patient and it is 





Fig. 4 
Anatomic forces acting on incorrect type of wound. 





Fig. 5 
Undermined wound. 





Fig. 7 
Resulting scar in side to side healing. 


Fig. 6 
Anatomic forces acting on correct type of wound. 
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probable that they improve the local blood cir- 
culation and assist the inflammatory reaction. 
Since it is futile to attempt to obviate in- 
fection completely in an anorectal wound, the 
most we can hope to accomplish is to minimize 
it to a degree which can be easily handled by the 
tissues. This is facilitated by making anorectal 
wounds open ones and by saucerizing them to 
prevent pocketing and undermining of their 
edges. When the mucous membrane has been 
liberated in the lower rectum, it should be 
sutured back in its normal position in order to 
decrease the size of the wound and the amount 
of subsequent infection. Sulfathalidine has been 
found to be helpful in treating wounds in which 
healing is delayed. Sulfathalidine is preferable 
to sulfasuxidine for this purpose because it dries 
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the stool, thus consolidating it and minimizing 
the number of bowel movements. Sulfathalidine 
is also more effective in antibacterial activity 
than sulfasuxidine. In patients in whom delayed 
wound healing is anticipated, sulfathalidine is 
given one week prior to the operation and con- 
tinued for ten days postoperatively. In those 
patients whose wounds have been complicated by 
delayed healing, the drug is given during the 
remainder of their postoperative convalescence. 
If the wound infection is specific, that is, tuber- 
culous, actinomycotic, syphilitic, micro-aerophilic 
hemolytic streptococcic, or lymphopathia ven- 
ereum, appropriate treatment both before and 
after operation is necessary in order to assure 
efficient healing. It is important to avoid in- 
terfering with the normal processes which es- 





Fig. 8 
Treatment of undermining of wound edge. 
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tablish local immunity of the tissues in a wound. 
A wholesome respect for the tissues both during 
and after operation will pay big dividends in 
healing. 

The postoperative care of an anorectal wound 
largely determines the rate of its healing. Oxycel 
gauze as a postoperative dressing will greatly 
decrease postoperative bleeding and will not in- 
terfere with healing of the wound. The gauze 
is liquified and absorbed or discharged from the 
wound in seventy-two hours. The wound is ex- 
amined daily, spreading apart the buttocks and 
separating the edges of the wound. This tends 
to discourage early “bridging” of the tissues. 
“Furacin” is applied to the wound with a small 
sterile cotton-tipped applicator at each examina- 
tion. On the second postoperative day warm 
moist applications are applied to the wound and 
on the following day after an enema brings 
the first bowel movement, hot sitz baths are 
given the patient. While in the tub, the patient 
is instructed to hold his buttocks apart, so 
that the water may enter the anal canal. Sitz 
baths are repeated twice daily. In the interval, 
a soft piece of cotton is placed in the wound to 
protect its surfaces from physical injury. After 
the patient leaves the hospital, he is seen twice 
weekly in the office and at. each visit the wound 
is inspected for “bridging,” pocketing or under- 
mining of its edges. The appearance of an ex- 
cess of granulation tissue usually indicates 
bridging of the wound, sinus formation or under- 
mining of the wound edges. When these com- 
plications of healing are discovered, they should 
be corrected immediately. Granulation tissue 
tabs should be excised and the flat granulating 
surfaces which project above the skin surface 
should be treated with a silver nitrate applicator. 

Undermining of the wound edge is usually 
present in the longitudinal end of the wound and 
is treated (Fig. 8) by raising a small wheal of 
procaine in the skin over the area and opening 
up that portion of the wound with a small pair 
of scissors. The edges of the skin are then 
trimmed back and bleeding is controlled with 
an oxycel dressing. 


SUMMARY 


(1) The factors which contribute to delayed 
healing of anorectal wounds are listed. 


(2) The anatomic forces acting on anorectal 
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wounds are pointed out and measures which 
obviate their untoward influence are described. 


(3) Sulfathalidine given by mouth has been 
found to be effective in diminishing the infection 
of anorectal wounds. 


(4) A postoperative routine which reduces the 
complications of anorectal wound healing has 
been described. 
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DISCUSSION 


Dr. G. J. Hamilton, New York, N. Y—I am certain 
that patients treated as Dr. McGivney suggests will 
convalesce rapidly, but I would like to mention a few 
of my own predilections and also to disagree almost 
entirely with his second paragraph. 


(Abstract) 


First, anorectal surgery is not a specialty but a portion 
of proctology. Proctology is defined, not by the dic- 
tionary, but by the American Proctologic Society, which 
is the recognized arbiter of this specialty, as the study 
of the colon, rectum, and anus. Therefore, those who 
confine their activities to anorectal surgery are exercis- 
ing only a portion of the privileges of the proctologist. 
Secondly, I would like to point out that a specialist is 
not one who employs different surgical principles but 
one who sees and treats the unusual so frequently that 
it becomes commonplace. Thirdly, anorectal surgery is 
not founded upon any different surgical principles. It 
is true that most surgical incisions in this area do heal 
by second intent, but that is by the election of the 
operator and not because the wounds are infected, 
primarily or secondarily. It is because the surgeon has 
chosen to make that type of incision and utilize that 
type of postoperative treatment that these wounds do 
heal by second intent. If any other method: were 
elected, nature would endeavor to heal the wound by 
third intent, and having failed, would present the 
patient with an abscess or fistula. The principles guid- 
ing the surgeon who wishes a wound to heal by second 
intent are no different in anorectal surgery from those 
in any other part of the body. Anorectal surgery, like 
all surgery, should be planned in accordance with the 
physiology, anatomy, and pathology, not only of the 
operative area, but of the entire patient. 

The principles of surgery are immutable, although its 
technics are ever changing. It is the surgeon who so 
conditions the patient and the operative area that the 
wound will heal as he desires and not as infection or 
chance might dictate. 


I would like to emphasize the importance of amino 
acids as first pointed out by Lynch in 1916. That paper, 
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in the Medical Record, December 2, in my opinion, is 
one of the classics of surgery. I advise all surgeons to 
obtain photostatic copies of it from the Academy of 
Medicine and keep it for constant reference. 

Lynch and I never alter the diet of a patient merely 
because of anorectal surgery. We believe that, given 
ample fluid intake and an appetizing diet, the joy of 
ingestion will more than compensate for any discomfort 
at defecation. After all a stool is mainly composed of 
water, bacteria, and broken down cells and varies only 
slightly in quantity in accordance with diet. 

Rest of the part can be overdone. It is my practice 
to urge the patient to perform all acts which are no 
more than unpleasant, but to desist if the action causes 
real pain. I feel that this aids the circulation and speeds 
the healing. I find myself in complete agreement with 
Dr. McGivney’s statements regarding removal of foreign 
bodies from the wounds and attention to the blood 
supply of the area. Infection in the area should be 
reduced. The wound should be saucerized, and I find 
it advisable to make most of these wounds one-half 
again as large as seems necessary at operation. 


I do not care for the local application of sulphona- 
mides, but do frequently use sulfathalidine by mouth. 
To control local infection, I prefer the application of 10 
per cent tannic acid in alcohol. This forms an eschar 
of tannic albuminate, which is sufficient to prevent 
saprophytic infection, but is not dense enough to per- 


mit virulent organisms to grow under cover of it. 


Long experience has taught us, that even when used in 
large amounts, over a long period of time, there is no 
danger of producing liver necrosis, even when dealing 
with very large bare areas such as result from excision 
of the rectum for cancer. 


In addition to the measures advocated by Dr. Mc- 
Givney, I like to paint the surrounding area of the 
wound with 2 per cent gentian violet, which appears to 
protect the skin and reduce the pruritis. 


“Furacin” was first given to me by Dr. Max Cowett 
of Bellevue and Polyclinic Hospitals, and I believe that 
it is really helpful. In the late stages of healing, I 
like to apply it to the depths of the wound in the belief 
that it speeds healing, and to paint the edges of the 
wound with 10 per cent tannic acid in alcohol in the 
hope that this will delay healing. Thus the saucer tends 
to become a plate. 


Dr. Lynch and I frequently noted a great acceleration 
in the healing of indolent wounds after painting them 
with cod liver oil and briefly irradiating them with 
artificial sunlight. 


Dr. M. Browne Holoman, Atlantic City, N. J—In 
approaching surgery of major proportions of the rectum 
and colon, as well as other parts of the human organism, 
it is universally accepted that adequate appraisal of 
the body’s general resources is essential and that proper 
corrective measures should be taken. On this basis, 
mortality and morbidity rates, as well as wound healing, 
have markedly improved in this type of patient. Prob- 
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lems of less proportions, having to do with the ano- 
rectum, are possibly too often minimized and the same 
precautions and preparations not exercised. When ex- 
pedient, the latter type of case should be given this 
consideration prior to surgery and certainly postoper- 
atively if there is the slightest question of metabolic 
disturbance, infectious disease or deficiencies. 


I am in thorough agreement with the various surgical 
principles indicated in this presentation. It is my feeling 
that early ambulation is desirable. 


Since 1942 all patients who are afebrile and otherwise 
in good condition, are ordered bi-daily sitz baths after 
twenty-four hours, at which time they are encouraged to 
walk. Formerly patients were not usually allowed out 
of bed until the second or third day following surgery. 
Through the effects of the sitz baths and early ambula- 
tion, infection and edema seem to have been diminished 
and the patients have been more comfortable, in that 
the circulation is improved both locally and in general 
and that better drainage is brought about through 
altered position and the relaxing and healing effect of 
the heat. By the same token, the physiologic action of 
the bowel is usually resumed or more nearly approached 
by the third day postoperatively and a feeling of general 
well-being promoted. 


The efficacy of hot versus cold applications is and 
probably always will be a moot question. It is my 
observation, using hot and cold in different groups of 
patients, that edema is not so marked and pain is 
lessened with the use of heat. As a rule, during the last 
five years, all dressings are removed two hours after 
operation and witch hazel and boric acid hot compresses 
instituted. On the following day, het sitz baths are 
begun, in addition to the hot applications, affording 
early relaxation, thus better drainage and a greater 
degree of comfort. 


“Metamucil” or a similar preparation has practically 
replaced mineral oil in my practice; however, in some 
instances both are employed, beginning the evening 
after afternoon or morning surgery with discontinuance 
of mineral oii after the first bowel movement, which 
usually occurs on the third day. “Metamucil” is con- 
tinued at least until healing is complete and the area free 
of tenderness. It is felt that this has afforded a more 
desirable, more bulky, soft, dilating wedge, in contra- 
distinction to the smaller caliber stool brought about by 
mineral oil. The latter has been shown by some 
observers to interfere with wound healing, which has 
also been my impression. 


Where there is a tendency to constriction of the anal 
aperture, or when undue sphincteric spasm is anticipated, 
a partial posterior sphincterotomy is performed at right 
angles to the muscle, slightly to the side of the posterior 
midline, with an extension of this incision far enough 
onto and through the perianal skin to facilitate further 
drainage and comfort, provided gross infection is not too 
much in evidence. 


Packing or drains inserted into anorectal wounds or 
into the canal are deplored, and used only under rare 
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circumstances, since they definitely interfere with drain- 
age and impair circulation. As the essayist has said, 
daily retraction of the buttocks and separation of the 
wound edges will not only discourage early bridging, but 
also afford adequate drainage, particularly if done early 
and preferably in the sitz baths. 


Oxidized gelatin is used as a dressing or placed in the 
anal and perianal phase of the individual wounds where 
troublesome oozing of blood is encountered, but not for 
active bleeding. This type of hemostatic dressing has 
not seemed to interfere with drainage nor to inhibit 
wound healing. Sutures are devitalizing, uncomfortable, 
and serve as foreign bodies, particularly below the ano- 
rectal lines; thus I favor this agent to replace sutures 
where it is surgically expedient. 


With reference to sutures in the rectal phase of the 
wounds, I agree with Dr. McGivney and would like to 
reemphasize the importance of as few sutures as pos- 
sible, and of using the smallest and most readily absorb- 
able material available, with the exception of the liga- 
ture controlling the larger vessels or the pedicles includ- 
ing them. In line with this it is felt that small needles 
should be employed, to avoid unnecessary trauma and 
troublesome bleeding oftentimes created by the larger 
needles. 


Dr. McGivney (closing) —There is a great variation 
in opinion as to whether early ambulation should be 
applied to proctologic patients. It is true that the 
upright position favors drainage but it is also true that 
movement of the wound edges delays healing. This 
was emphasized by Blaisdell in his recent article on 
the healing open pilonidal wound. It is probable that 
a regime midway between these two extremes is the 
logical solution to the problem, the patient being 
allowed to sit up but not to move about. 


We too use a bulk producing demulcent agent such as 
“metamucil” postoperatively to keep the stool soft 
but consolidated in order to keep the orifice dilated. 


This paper was not intended to define the science of 
proctology. It was in part intended to emphasize the 
difference in approach to the problem of anorectal 
wound healing as chosen by our general surgical 
friends in contrast with that of the proctologist. The 
surgical principles to be followed in anorectal surgery 
are even different from those of colon surgery. Whether 
a. proctologist does one or both of these does not alter 
this important fact. 


We have had no experience with the use of tannic 
acid or gentian violet on anorectal wounds postopera- 
tively. We frequently use compound tincture of benzoin 
on the perianal skin beginning several days after opera- 
tion to allay the itching caused by the discharge from 
the wound. Wo do not pass the gloved finger into the 
rectum until the sixth postoperative day and then only 
after a tampon of “pontocaine” solution has been in- 
serted for several minutes. We feel that a digital 
examination prior to that time is unnecessary since the 
laying down of granulation tissue does not begin until 
the fifth or sixth postoperative day. 
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COLOSTOMIES: A FOLLOW-UP STUDY 
OF FUNCTIONAL RESULTS* 


By SAMUEL McLANAHAN, M.D. 
and 
WILLIAM E. Girmore, M.D. 
Baltimore, Maryland 


A surgeon should be deeply interested in the 
fate of his colostomy patients. One reason for 
this is that the surgeon’s continued interest and 
encouragement are essential features in aiding 
the patient to learn to manage properly his 
own colostomy and to make the necessary psy- 
chologic adjustments to life. Another reason is 
that he should know first hand how his own as 
well as other patients fare with the management 
of this occasionally unruly member, because 
he must be able to tell his new patients, faced 
with either a colostomy or the prospect of one, 
the facts. These facts can often best be told by 
citing cases and relating “success stories.” An- 
other reason for the serious appraisal of func- 
tional results in colostomies forces itself for 
consideration. We refer to the interest in and 
emphasis upon the concepts of sphincter-saving 
or colostomy-avoiding operations for cancer. 
How bad are colostomies and how much weight 
should be placed upon this factor when con- 
sidering the eradication of malignant disease of 
the lower sigmoid and rectum? 


The study about to be reported concerns it- 
self with 40 patients who have been examined 
and interviewed. This group is comprised of 
both private patients of our own and clinic 
patients from the Johns Hopkins Hospital. Some 
of them we have followed for years, others have 
been brought back for the interview and for 
what advice and help we might be able to give. 
Twenty-two of the group are colored while 18 
are white; females predominate in the ratio of 
3 to 1; and the ages range from 1 to 72 years. 


It is interesting to consider the diagnoses 
which necessitated colostomies for these 40 
patients. As might be expected, carcinoma leads 


*Read in General Clinical Session, Baltimore Day, Southern 
Medical Association, Forty-First Annual Meeting, Baltimore, 
Maryland, November 24-26, 1947. 

_*From the Departments of Surgery of the Johns Hopkins 
University School of Medicine and the Johns Hopkins Hospital. 
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the list with 27. 
had only palliative colostomies. 


pathia venereum; there were 9 patients wita 
such extensive or painful disease that col- 
ostomies were required. The remaining 4 in 
the group had the following four diagnoses: 
multiple anal fistulae, prostatic carcinoma, 
imperforate anus and granuloma inguinale. 
One patient had had his colostomy for 20 
years while 8 had had theirs for less than six 
months. The average duration of the col- 
ostomy was almost three years. The types 
of colustomies have varied, 23 of them being 
terminal or end colostomies and the re- 
maining 17 about equally divided between 
loop and double barrelled colostomies, two 
of the latter being constructed according to 
the method of Devine with the ends sep- 
arated by the skin. 


With regard to the placement of the 
terminal colostomy, it was incorporated in 
the main incision 17 times and brought out 
through a stab wound 6 times. Both plans 
have worked well and the incidence of pro- 
lapse or hernia has not varied appreciably. 


Complications of an anatomical sort have 
been asked about and looked for. Eleven 
patients have shown hernia or definite weak- 
ness at the colostomy site. We have not 
been able to show that the small minority of 
patients who use bags have had any higher 
incidence of this type of complication. Pro- 
lapse has occurred three times and this con- 
stitutes a troublesome complication fre- 
quently requiring operative repair. A pa- 
tient not included in this series had a loop 
colostomy performed for an inoperable sig- 
moid carcinoma. Four months later, his 
colostomy had prolapsed so badly that he 
was readmitted for its repair. The operator, 
exploring the lesion again, found it to be 
operable, and so performed resection with 
end-to-end anastomosis. This complication 
therefore chanced to serve the patient well 
by bringing about the eradication of his 
lesion and also his colostomy. This case 
teaches a lesson in demonstrating the 
ability of the inflammatory element to sub- 
side with rest. 
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Four of these 27, however, 
Second to 
carcinoma is rectal stricture due to lympho- 
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Two other patients had complicating fistulae 
about the colostomy, 2 had stenosis and 1 had 
bleeding from the mucosa of the stoma. 





Fig. 1 
Typical well-functioning terminal colostomy in a patient who has 
undergone abdomino-perineal resection for cancer. 


Fig. 2 
Left inguinal double-barrelled colostomy in a patient with an exten- 
sive rectal stricture due to lymphopathia venereum. 
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An evaluation has been made of the function 
of the colostomy and of the patients’ mental 
attitude toward the colostomy, always trying to 
make it objective as far as the examiners were 
concerned. The colostomy control has been 
classified as satisfactory in 27 patients, or 68 
per cent. This means that these patients either 
had a good bowel habit or reasonably good con- 
trol and that they could usually anticipate a 
movement. It means that they could carry on 
their normal activities in many instances or 
certainly light activities in the case of the others. 
None of them were invalids. The control has 
been classified as unsatisfactory in 13 patients, 
or 32 per cent, which include four recent colos- 
tomies and the one infant. There is no doubt 
that it may take a patient with a new colostomy 
months of careful work and training of the bowel 
to achieve satisfactory control. With the ex- 
ception of the infant with an imperforate anus, 
the determination of unsatisfactory function 
arose from the patient’s own opinion of his 
colostomy. He usually had a feeling of insecur- 
ity and usually wore a bag. His activities were 
curtailed. In certain instances it seemed that 
the unsatisfactory condition was of his own 
making where either through failure to carry 





Fig. 3 
Prolapse of a palliative loop colostomy in 
a patient with inoperable cancer of the rectum. 


Colostomy complication. 
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out instructions or through mental incompe- 
tence he did not achieve control. 


Of the forty patients, there were only three 
who seemed unable to adjust themselves mentally 
to the fact of a colostomy and who could not ac- 
cept it. It is significant that none of these three 
patients had satisfactory control. One of them, 
who took irrigations only rarely and paregoric 
two or three times a week, had never made any 
attempt to control her movements. The second 
patient was subject to frequent bouts of diar- 
rhea and had never been able to attain control. 
To complicate matters she had a _ prolapse 
through the stoma requiring an operation for 
revision and also a large ventral hernia apart 
from the colostomy. The third patient, to whom 
colostomy was not acceptable, had undergone a 
palliative procedure for inoperable carcinoma and 
no attempt to gain control had been made. 


In a recent article entitled “The Truth About 
Colostomy,” Dr. Frank H. Lahey! has reiterated 
the statement he has made many times before, 
namely: that the bad name which colostomy has 
is largely associated with the colostomies done 
as palliative procedures with the lesion unre- 
moved. The neighborhood knows about these 
tragic casualties and their frequently un- 
controlled colostomies. However, the large 
army of grateful, happy, healthy col- 
ostomy owners passes silently by and the 
public is none the wiser. In talking with 
our patients we have been much impressed 
with the appreciation that many of them 
volunteer in comparing their present state 
with their previously uncomfortable or un- 
happy one. At least 17 of them have re- 
sumed their former activities, while 21 
have noted some degree of curtailment 
caused by their illness and colostomy. 
Only 2 were considered to be complete 
invalids. One of the group has borne a 
child and now works as a beauty parlor 
operator. A number of the women do their 
full housework, and we find such other 
occupations as domestic servant, janitor, 
carpenter and business executive among 
the group. 


We have learned much about colostomy 
care from these patients. While certain 
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fundamental ideas are important, it soon be- 
comes apparent that many of the details are 
individual problems with individual answers. 
Of prime importance is the formation of definite 
habits of evacuation. These can usually be at- 
tained only by regular irrigations which should 
be carried out at a set time each day. A few 
patients find it more satisfactory to irrigate 
every second or even every third day. For an 
irrigating solution, we recommend warm tap 
water. Some patients find the addition of table 
salt or soap flakes to be advantageous. The 
amount of solution required will vary from less 
than a pint to two or more quarts of solution. 

We are not impressed with the necessity of 
trying to constipate the bowel by either diet or 
medication. Most patients soon learn of a few 
items, usually certain vegetables or fruits, which 
must be excluded. However, none of them fol- 
low a diet designed for its constipating effect. 
In addition, no patient found it necessary to 
take regular medication, although a number re- 
sorted to paregoric for the control of temporarily 
loose stools. 





Fig. 4 
Colostomy complication. The sigmoidostomy and the 
cecostomy have become obliterated by the lymphopathia 
Process which now involves to some degree the entire 
colon. The strictured transverse colostomy functions only 
through the small tube which is kept in place. 
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After the initial training, the majority of 
patients do not require colostomy bags. We 
have discouraged their use. A few need them 
in the early weeks and months while a smaller 
number require them indefinitely because they 
have either failed to develop any control or 
have made no effort to do so. 


We have been impressed with the many in- 
genious homemade “garments” for covering the 
colostomy and for securing the gauze or paper 
pad in place. Ideally, a well fitting girdle 
should be worn. A few patients have merely 
attached a protective cloth to their undergar- 
ments. 


One must not forget that one of the best 
teachers for the new colostomy patient is an 
old one. The encouragement as well as tech- 
nical help which the right sort of person can 
give is immeasurable. A well constructed colos- 
tomy with poor training can function in a com- 
pletely unsatisfactory manner, while even a 
poorly constructed one can be trained to per- 
form with at least moderate success. 


Let it be emphasized again that the surgeon’s 
duties to the patient do not end with the me- 
chanical construction of an artificial anus, but 
must be continued with patient instruction and 
sympathetic encouragement toward establish- 
ing satisfactory adjustment and control. In 
this way, many patients alive today solely be- 
cause of their colostomies, but condemned to an 
invalid type of existence, could be partially or 
completely rehabilitated. 


DISCUSSION 


This follow-up study indicates to us that 
more than two out of three patients achieved 
satisfactory control of their colostomies. When 
it is understood that several of the unsatisfac- 
tory group had had their colostomies less than 
six months, it is appreciated that the score may 
rise. Only three of the forty have been classed 
as invalids. Looking at the top of the list, one 
cannot but be impressed with the very excel- 
lent function of the sizable group of the best 
performers. A colostomy is not to be desired; 
but it is in most instances a good substitute 
for a bad situation, to which fact many of our 
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patients have testified. When the decision as 
to a sphincter-saving or colostomy-avoiding oper- 
ation arises, the disadvantages of a colostomy 
should not, in our opinion, be permitted to 
compromise the radicalness of the procedure 
to be selected for the eradication of the cancer. 


CONCLUSIONS 


(1) A series of 40 patients with colostomies 
is presented, together with the various condi- 
tions necessitating this procedure. 


(2) A review of the various anatomical com- 
plications occurring showed 11 with hernia or 
definite weakness at the colostomy site, 3 
with prolapse, 2 each with fistulae and stenosis, 
and 1 with bleeding from the mucosa of the 
stoma. 


(3) An evaluation is made of these colosto- 
mies from a functional and practical point of 
view, using the patient’s opinion and perform- 
ance as a basis. Satisfactory colostomy control 
was present in 27 patients, or 68 per cent of 
the group. 

(4) In 3 cases, or 7.5 per cent of the entire 
group, the colostomy was, without reservation, 
unacceptable to the patient and in all three 
instances, control was lacking. 


(5) Seventeen patients, or 42.5 per cent, had 
resumed their former activities while in 21, or 
52.5 per cent, the activity was curtailed. In only 
two instances, or 5 per cent, was complete in- 
validism present. 


(6) Certain recommendations are made. The 
use of a bag is discouraged and the importance 
of establishing regular bowel habits by irriga- 
tion is stressed. In this respect the importance 
of the surgeon’s role in carefully following, in- 
structing and encouraging each patient is em- 
phasized. 

(7) In considering sphincter-saving or colos- 
tomy-avoiding operations, the disadvantages of 
a colostomy should not permit a compromise 
with the radicalness of any procedure which 
can be selected for the eradication of the cancer. 
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THE VENEREAL GRANULOMAS: 
A COMPARATIVE STUDY OF THESE 
DISEASES IN FLORIDA* 


By Wes.tey W. Witson, M.D. 
Tampa, Florida 


With the greatly increased interest at the 
beginning and during the recent war in the 
control and treatment of all venereal diseases, 
great strides were made in the rapid treatment 
of syphilis and gonorrhea. However, in many 
parts of the United States, as well as in Florida, 
it was discovered there were many patients with 
the so-called “other venereal diseases,” or vene- 
real diseases other than syphilis and gonorrhea. 
Since the manifestations of this group of dis- 
eases, except for chancroid, are granulomatous 
in nature, both clinically and pathologically, in 
this discussion the diseases included in the group 
are classified as the venereal granulomas.t 

While many of the patients reviewed herein 
presented a clinical picture that was typical, in 
others it was deceptive. Some of the patients 
presented in addition to one or more of the 
diseases described either syphilis or gonorrhea 
or both. Therefore a procedure for differential 
diagnosis, such as suggested by Torpin, Green- 
blatt and Pund,! was set up as a routine: 
(1) blood serologic studies to rule out syphilis, 
(2) dark field examination for Treponema pal- 
lidum and other spirochetes, (3) smears for 
gonococci, Donovan bodies, fusospirochetes, Du- 
crey bacilli, yeasts, etc., (4) intradermal tests 
(Frei and Ducrey) and (5) biopsy for Donovan 
bodies in tissue section, since not infrequently 
it is difficult to demonstrate these bodies in 
smears because of marked contamination by 
other organisms. The biopsy will establish the 





*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Forty-First Annual Meeting, Baltimore, 
Maryland, November. 24-26, 1947. 


*From the Section of Dermatology and Venereal Diseases, City- 
County Health Department, Tampa, Florida. Surgery in cases 
in this report was performed by Whitney, M.D., Surgeon 
and Chief of Staff, Hillsborough County Hospital, Tampa, Florida. 
Expression of gratitude is made to R. F. Sondag, M.D., Director, 
Bureau of Preventable ee, Florida State Board of Health, 
F. V. Chappell, M.D., Hopkins, M.D., for assistance 
in assembling the statistical data. R. V. DiPasca, "M.D., assisted 
with streptomycin therapy. 


+The classification of these venereal diseases by number (III, 
IV and and the reference “other venereal diseases” has 


never been satisfactory. 
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diagnosis in such cases and at the same time 
rule out tuberculosis, carcinoma, and so on. 

The incidence of these diseases since 1942 in 
Florida and in the county in which this study 
was made is outlined in Tables 1 and 2. Analysis 
of the cases treated in this report is given in 
Table 3. 


CHANCROID 


Chancroid (ulcus molle, soft chancre) begins 
as an ulcerative lesion of the genitals caused by 
the Ducrey streptobacillus and is usually char- 








Total Number of Chancroid, Granuloma Inguinale, and Lym- 
phogranuloma Venereum Cases Reported to the Florida State Board 
of Health for the Period of January, 1942, through August, 
1947, by Disease and Year Reported: 





Granuloma a 


Period Reported Chancroid 











Inguinale enereum 
1942 453 135 124 
1943 844 251 254 
1944 535 217 248 
1945 722 244 197 
1946 818 257 176 
1947 539 178 175 
(Jan. through Aug.) 
Table 1 








Total Cases for Hillsborough County, Florida 
(1942 through August, 1947) 





Disease 


1942 1943 1944 1945 1946 1947 
through 
August 
COMI, ccridicstntomins << a 84 61 68 40 21 
Granuloma Inguinale 21 26 19 27 30 31 
Lymphogranuloma 
[eee 8 10 8 36 22 50 








Table 2 








Analysis of the Cases in Hillsborough Courty, Florida, Reported 
in This Study. 
(1942 through June, 1944) 











Disease 1942 1943 1944 Total 
BO - 8 84 30 147 
Granuloma Inguinale —— 21 26 15 62 
ec 8 10 6 24 

Table 3 
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acterized by secondary enlargement of the in- 
guinal nodes (bubo). 

The lesion develops two or three days after 
sexual exposure as a small erythematous papule 
and usually becomes a very painful ulcer with 
sloping edges and a dirty grayish floor. 


In two instances it was found that the ulcera- 
tion had masked the appearance of a chancre; 
however, in one instance a phagedenic chancre 
clinically imitated a chancroid (Fig. 1). Inguinal 
buboes were present in 18 per cent of the pa- 
tients with chancroid but aspiration was neces- 
sary in only 3 per cent of the patients. It 
was felt that the low percentage of buboes oc- 
curred because many of the patients treated had 
early lesions of small size. The early diagnosis 
was attributed to discovery of the chancroidal 
lesions after the patients had been named as 
gonorrheal contacts and referred for examina- 
tion relative to gonorrhea. Of 147 patients with 
chancroid 44 per cent also had gonorrhea. 

Smears taken from the undermined edges of 
the chancroidal lesions and stained with methyl- 
green pyronin (Unna-Pappenheim stain) were 
positive for Ducrey bacilli in 50.6 per cent of 
the 147 patients examined (Table 4). While 
these results were in sharp contrast to those 
reported by Kornblith and Chargin? (who re- 
ported positive smears in 88.5 per cent of the 
cases), they do correspond favorably with those 





Fig. 1 

Phagedenic chancre: large painful ulcerated lesion with 
dirty, greyish base. Proved to be not chancroid, as it 
appeared clinically, but a phagedenic chancre (positive 
darkfield and blood Wassermann positive). Lesion healed 
completely in 10 days after 60 doses (40,000 u. each) 
of penicillin given parenterally and saline compresses 
locally. (All tests for chancroid were negative.) 
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of Heyman, Beeson and Sheldon,s who found 
positive smears in approximately 50 per cent of 
the patients examined, and also with the results 
reported by Strakosch et al.,* who found posi- 
tive smears in 43 per cent of 370 cases examined. 

Intradermal tests were performed with com- 
mercial’ (Ducrey) vaccine. In 80.6 per cent of 
the cases in which the clinical diagnosis was 
chancroid a positive reaction was obtained 
(Table 4). 


In three patients extragenital lesions occurred 
on the fingers. In all three the lesions healed 
in approximately one-half the time required to 
heal the genital lesions. 

Sulfathiazole was given orally to all the pa- 
tients at the rate of 4 grams (60 grains) daily 
according to schedule in Table 4. 


GRANULOMA INGUINALE 


The early lesion of this disease was seen, as 
a rule, on the penis or labium and appeared as 
a firm, elevated, painless papule. As this in- 
creased in size it became an ulcerative and 
vegetative lesion which spread by direct con- 





tiguity, extending into the inguinal region, the Fig. 2 

. s Granuloma inguinale (beginning about rectum following 
periecum and about the anus. Extragenital anal intercourse): note elevated, vegetative and granu- 
lesions occurred occasionally. A patient had a lomatous nature of this disease. 


lesion involving an injured finger, and Sams 
has reported an instance of lesions in the mouth. 
Six of the patients who showed granuloma in- 
guinale involving the anus gave a history of 
sexual perversion in which they took the passive 
role (Figs. 2, 3, 4). Two of the contacts that 





tLederle Laboratories. 








Analysis of 147 Cases of Chancroid 








Positive Positive Penicillin 
Number of Skin Test Smear (Unna- Healing Time 300,000 
Lesions (Ducrey) pappenheim) In Days Units 
Less than 3 2 patients 


cm. in diameter 98 52 15 (no healing 
(Without bubo) (84.4%) (44.7%) (60gms.)* in 2 weeks) 
116 





More than 3 
cm. in diameter 4 3 23 
(tthe, bubo) (80%) (60%) (92 gms.)* 





With bubo 19 12 18 
26 (76.9%) (46.6%) (72 gms.)* 




















Average for 18.6 no improve- 
all groups 80.6% 50.6% (74.6 gms.)* ment 2 
—— Fig. 3 
*Total dosage, in grams, of sulfathiazole received. Granuloma inguinale: vegetative lesions in the perianal 


area developing after anal intercourse with a known 
Table 4 contact. 
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were traced were found to have granuloma in- 
guinale of the penis and groin. Analysis of the 
number of cases of granuloma inguinale in Flor- 
ida as compared to the entire United States is 
given in Table 5. 

The widely held view that granuloma ingui- 
nale invariably remains a superficial disease has 
been contradicted by findings at necropsy of 
a patient reported by Humphreys.® In this case 
Donovan organisms were demonstrated in lesions 
of the abdominal viscera, lymph nodes and bones 
of the thorax. Occasionally elephantiasis is as- 
sociated with granuloma inguinale involving the 
penis or vulva (Fig. 5). 

Successful cultivation of the etiological agent 
(Donovan organism) on the yolk sac of the 
chick embryo was reported by Anderson, De- 
Monbreun and Goodpasture.’ This work was 
recently confirmed by Greenblatt and his co- 
workers,’ who produced a typical lesion experi- 
mentally by inoculation of yolk sac culture. 
Biopsy of the nodule produced revealed Dono- 
van organisms after the sixtieth day. 

In patients reported in Table 6, biopsy speci- 
mens were taken from the edge of the lesions 
with the use of a cutaneous punch (6 mm.). 
One-half of the specimen was used for section- 
ing; the other half was held by small forceps and 
the cut edge was pressed against a glass slide 
and passéd back and forth over the surface of 
the slide for making a smear. Wright’s stain gave 
as satisfactory results as Giemsa or other stains. 
Mortara and Dienst? have reported an excellent 








REPORTED NUMBER OF CASES! OF GRANULOMA 

INGUINALE IN THE CONTINENTAL UNITED STATES, 

AS COMPARED TO THOSE IN FLORIDA, FISCAL 
YEARS 1943-47 








Fiscal Year United States Florida 
1943 1,746 254 
1944 1,758 248 
1945 1,846 197 
1946 2,204 176 
1947 2,400 262 





'Reported cases from Florida average more than 10 per cent 
of those reported from the entire United States. 

Source: Form 8958-B. USPHS—Venereal Disease Division, 
Office of Statistics, July 9, 1947, and Bureau of Preventable Dis- 
eases, Florida State Board of Health, October 6, 1947. 
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stain for Donovan bodies using fuchsin and ani- 
line blue. It was felt that the proper prepara- 
tion of the smear was more important than the 
use of special stains to demonstrate Donovan 





Fig. 4 
Granuloma inguinale: (Perianal involvement in sex 
pervert. Contact had granuloma inguinale of penis and 


groin.) Note healing with clean scar and epithelization 
along the border following surgical excision. 





Fig. 5 
Granuloma inguinale: elephantiasis and granulomatous 
lesions of the groin and vulva. Note healing of the 
marginal ulcerations as a result of antimony therapy. 
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organisms. These organisms appeared in the 
cytoplasm of large mononuclear cells as de- 
scribed by Pund and Greenblatt!® (Fig. 6). 


Of the 62 patients reported in this series 
(Table 6), 11 were lost from observation before 
therapy was completed. Of the 51 remaining 
patients, 39 (76.5 per cent) were healed by 
antimonials. Of nine patients in whom chemo- 
therapy had failed, seven were healed by sur- 
gical excision. 

Of the 51 patients complete healing was 
obtained in 46 (90.2 per cent) by antimonials 
and surgical excision. Similar results were ob- 
tained by Robinson and Robinson!! in the treat- 
ment of 62 patients with granuloma inguinale. 


In the two patients in whom recurrence took 
place in the perineum after surgical excision, 
20 per cent resin of podophyllin in olive oil was 
applied as suggested by Tomskey.'? For several 
weeks the lesions appeared to heal when this 
therapy was combined with antimonials. How- 
ever, after six weeks recurrence took place in 
these two patients (Figs. 7 and 9). 

The two patients who had failed to heal after 
six years of almost continuous treatment with 
methods listed in Table 6 and the use of podo- 
phyllin locally were then given streptomycin as 
used by the University of Georgia group.’ The 
streptomycin was given at the rate of 4 grams 
per day for 5 days (20 grams). One dose, 300,- 
000 units, of penicillin-oil-beeswax was given the 
day streptomycin was begun and a combination 


Fig. 6 
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Donovan bodies (x 1000; smear stained with Wright’s 
Stain): in cytoplasm of large mononuclear cell. Note 


reticulated nucleus. 





Fig. 7 
Granuloma inguinale: of perineum and inguinal region. 
Before streptomycin therapy. 








Results of Treatment Methods in Cranuloma Inguinale for 62 Patients 
Hillsborough County, Florida, 1942-44 (June) 





NUMBER OF CASES AND AVERAGE HEALING TIME Numberof 

















Ulcerative and Vegetative Cases Treat- 
Lesions: Location, Size, Antimony Maphar- Surgical ment Not 
and Number Drugs* sen Excision and Streptomycint Completed 
Antimony 
On penis or vulva: 30 3 5 
Less than 3 cm. diameter (5 weeks) (7 weeks) 
38 Cases 
Involving penis and groin: 8 3 1 4 
Extensive (17 weeks) (4 weeks) (3 weeks) 
16 Cases 
Associated with elephan- 1 1 
tiasis of penis or vulva: (4 weeks) 
Extensive after 
2 Cases excision 
About rectum 1 3 1 1 
(in sexual perverts) (30 weeks) (3 weeks) (3 weeks) 
Extensive after 
6 Cases excision 








*Fuadin or tartar emetic. . i 
¢Given after no response to antimony drugs, mapharsen and surgical excision. 
Table 6 
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of zinc peroxide and sulfathiazole powder was 
used locally. Healing took place rapidly. Dono- 
van bodies could not be found after the fifth 
day in one patient and after the seventh day in 
the other patient. Within three weeks after 
therapy was begun the vegetations and ulcera- 
tions had cleared and the involved area was re- 
placed by clear scar tissue (Figs. 8 and 10). 
Sams!3 has reported similar success in another 
patient treated with streptomycin. 

Penicillin was not used in the treatment of 
granuloma inguinale since it has already been 
reported to be of no value in this disease;'* 
however, one of the patients who also had early 
syphilis was given 2,400,000 units of penicillin 
(60 doses of 40,000 units each) for syphilis and 
showed no clinical improvement in his granu- 
loma inguinale. 


LYMPHOGRANULOMA VENEREUM 


Of the 24 patients treated, 22 presented early 
manifestations of this disease. There were 18 
male patients, five of whom showed primary 
vesicopapules on the penis without bubo for- 
mation. In three of the patients this occurred 
along the coronary sulcus and was clinically 
similar in appearance to herpes progenitalis. 


There were 6 women patients. Of these, 4 
presented ulceration of the vagina with elephan- 
tiasis of the vulva. The remaining two had rec- 
tal strictures, one having also a recto-vaginal 
fistula (Table 7). 








Results of Treatment Methods in Lymphogranuloma Venereum 


for 24 Patients. Hillsborough County, Florida, 1942-44 (June) 























Average 
Sex; Type of Lesion Average Dosage 
and Location; Healing Sulfathiazole Number of Cases 
Number of Cases Time (Total: In Treatment Not 
(In Weeks) Gms.) Completed 
Female 
Elephantiasis vulvae 5 70 
with ulceration (4 cases) 
4 Cases 
Female 2 
Genito-ano-rectal 150 (Treated 15 weeks 
syndrome Improved, but 
2 Cases stricture remained) 
Male 
Penile lesion 2 18 
without bubo (5 cases) 
5 Cases 
Male 
.. Penile lesion 4y, 62 3 
with bubo (unilateral) (10 cases) 
13 Cases 
Table 7 
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Positive intradermal Frei tests (“lygranum”’) 
occurred in 22 (91.8 per cent) patients. The 
two showing a negative intradermal Frei test 





Fig. 8 
Granuloma inguinale: same case as Fig. 7; 14 days after 
streptomycin therapy was begun. Note clean scar forming 
at upper portion and disappearance of ulceration and 
vegetations. 





Fig. 9 
Granuloma inguinale: extensive vegetative and ulcerative 
perianal lesions (lesions developed following anal inter- 
course). Before streptomycin therapy. 
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had inguinal buboes and healed penile lesions of 
four-six weeks’ duration. In this group of intra- 
dermal tests uninoculated yolk sac controls were 
run at the same time that yolk sac antigen was 
used. Curth!> has pointed out that of 90 con- 
trols, 22 (24 per cent) gave false positive reac- 
tions to intradermal Frei tests (“lygranum’’). 
Mortara and Greenblatt found in a group of 
control patients 90 per cent of the patients were 
completely negative to chick control and only 41 
per cent were completely negative to mouse 
control. This would seem to indicate fewer false 
positive reactions with the yolk sac antigen. 


Of the patients with chancroid, 42 per cent 
showed mild to moderate reaction to intrader- 
mal Frei tests (“lygranum’’). In four patients 
(16 per cent) there appeared biologically false 
positive Kahn tests. Results of treatment of 
these patients are given in Table 7. Those with 
rectal involvement lapsed from observation be- 
fore sulfathiazole treatment was completed and 





Fig. 10 
Granuloma inguinale: same case as Fig. 9; 16 days after 
streptomycin therapy was begun. Note healing with 
epithelization and clean scar formation. Sphincter control 
was not lost. 
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therefore there was no opportunity to carry out 
surgical treatment for these patients. 


SUMMARY 


(1) A survey of the venereal granulomas 
(granuloma inguinale, lymphogranuloma vene- 
reum and also chancroid) in Florida for the 
period 1942-1947 is presented. 


(2) Therapeutic and diagnostic methods in 
233 patients with these diseases have been eval- 
uated. Laboratory studies and intradermal skin 
tests have their limitations in the diagnosis of 
diseases of this group, but they play a very 
important part in the differential diagnosis. 


(3) Penicillin has no specific antibiotic ac- 
tion on the etiological agents in these three 
diseases insofar as clinical evaluation is con- 
cerned. 

(4) An average of the total number of cases 
of granuloma inguinale reported for the entire 
United States for the past five years as com- 
pared with the average total number of cases 
in Florida shows that 12.4 per cent of the cases 
reported in the entire country are from Florida. 


(5) Streptomycin is the most encouraging 
form of therapy for the rapid healing of patients 
with granuloma inguinale. Results indicate that 
this method of treatment has been successful 
when other methods have failed. The rapid 
healing not only justifies the cost of the strep- 
tomycin but also aids in the control of this 
disease. 


(6) Sulfathiazole was the drug of choice in 
the medical treatment of chancroid and lympho- 
granuloma venereum. 
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DISCUSSION (Abstract) 


Dr. Harry M. Robinson, Baltimore, Md.—Dr. Wilson 
has presented a wealth of material. There may be one 
small point of disagreement. I have never included 
chancroid among the venereal granulomas. This is, how- 
ever, a minor point. I find Dr. Wilson’s comparative 
figures of interest and would draw your attention to 
the proportionately larger number of cases of chancroid 
(844 in 1943 as compared to 251 granuloma inguinale 
and 254 lymphogranuloma venereum; the other years 
gave approximately the same proportion of cases). This 
may be in part due to the fact that in the cases of 
chancroid, the patients are drawn from both the white 
and the negro population, whereas in lymphogranuloma 
venereum and in granuloma inguinale, the large ma- 
jority, if not all, of the cases are among Negroes. Here 
in Baltimore, less. than 1 per cent of the cases of 
lymphogranuloma venereum were in whites and there 
were no cases of granuloma inguinale in whites. Fur- 
thermore, I find myself in the minority in the treat- 
ment of chancroid and lymphogranuloma venereum, as 
I have had very little success in the use of sulfa drugs 
in these two diseases. In fact, I question whether either 
of these drugs causes a shortening of the period of 
invalidism over the previous methods of treatment. 
Two points of progress which the author has men- 
tioned, turn up as bright lights in an otherwise dark 
era, and they both concern the one disease, granuloma 
inguinale. Goodpasture and his associates were able 
to grow Donovan bodies and to make an antigen from 
this growth for skin testing, which in their findings 
were positive in every case of granuloma inguinale. 
Although Greenblatt and his associates have been able 
to confirm this work, our technicians here have failed 
so far to grow uncontaminated Donovan bodies and, 
therefore, we have not been able to try the antigen 
as we have wished. We should like to know whether 
the positive skin test becomes negative after the healing 
of lesions, or whether like the Frei test and the Ducrey 
test, a positive test merely indicates that the patient 
has or has had the disease and not that there is activity. 
Furthermore, we have not read anywhere that there 
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have been any false positive reactions. The second 
really great stride, of inestimable value to those suffer- 
ing from granuloma inguinale, is the proven fact that 
streptomycin heals lesions and is the indicated therapeu- 
tic procedure in granuloma inguinale, Unless contrain- 
dicated, it should be used first of all in preference to 
the antimony products. 


Dr. Wilson (closing) —Chancroid is certainly not one 
of the venereal granulomas. 

I also feel, as Dr, Robinson does, that positive skin 
tests indicate that the patient has, or has had, the 
disease. However, there are frequently false positives 
in both Ducrey and Frei intradermal tests. Possibly the 
percentage of false positives in the Frei test has been 
reduced by the use of chicken antigen. Certainly there 
is less possibility of false positives due to the control. 





THE USE OF INTERFACET VITALLIUM 
SCREWS IN THE HIBBS SPINE FUSION* 


By Lenox D. Baker, M.D.* 
and 
Wa ter A. Hoyt, Jr., M.D.t 
Durham, North Carolina 


In 1911 Hibbs! and Albee,’ working independ- 
ently, described operations for arthrodesis of the 
spine for correction of scoliosis and for the treat- 
ment of tuberculosis of the spine. These surgical 
procedures, although different in technic, were 
equally successful in the treatment of the dis- 
eases for which they were described. As the 
operations became better known, attempts were 
made to use them for the cure of other dis- 
eases of the spine but without the same degree 
of success. Failures were met especially when 
fusion was attempted in the treatment of pain- 
ful low back syndromes. As is so often true in 
misdirected surgical therapy new surgical tech- 
nics for fusion of the spine were developed with- 
out appreciable improvement in results. By the 
late 1920’s, fusion of the lumbosacral area for 
low back pain with or without sciatica had fallen 
into bad repute. With the current knowledge of 
intervertebral pathology, many of these failures 
can be attributed to mistaken diagnosis and 





*Read in Section on Orthopedic and Traumatic Surgery, Southern 
Medical Association, Forty-First Annual Meeting, Baltimore, Mary- 
land, November 24-26, 1947. 

Orthopaedic Division, Department of Surgery, Duke University 
School of Medicine, Durham, North Carolina. 

tNational Foundation for Infantile Paralysis Fellow, Orthopaedic 
Surgery, Duke University School of Medicine. 
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failure to eradicate the underlying pathologic 
changes. In 1934, Mixter and Barr’ reported 
their experiences in the excision of intervertebral 
fibrocartilage which had ruptured into the spinal 
canal. Almost immediately the ruptured disk be- 
came so well known and so popular that any 
low back patient who had not been diagnosed 
as having a disk was as much out of style as 
the present-day lady who wears her skirt more 
than thirteen inches from the floor. The new 
and popular diagnosis developed the usual con- 
troversies. Some authors denied the existence 
of the ruptured intervertebral disk as a surgical 
disease while others advocated exploration of 
the spine in all cases of low back pain. A 
second controversy developed around the need 
or lack of need for fusion of the spine follow- 
ing excision of the intervertebral disk. These 
controversies although not settled have served 
to develop better differential diagnosis of the 
low back patient and more detailed evaluation 
of the indications for excision of the disk with 
or without fusion. 

It is not the purpose of this paper to discuss 
the need or the lack of need for surgery in the 
treatment of the ruptured intervertebral disk nor 
to advocate the combined disk excision and 
fusion operation. This is a report of 138 lumbo- 
sacral fusions using the Hibbs technic plus fixa- 
tion of the articular facets by means of vitallium 
screws as described by King.* 
This type of arthrodesis has 
been used because it is the 
simplest procedure we have 
for fusing the spine. It af- 
fords immediate fixation of 
the spine, which provides 
theoretically the best chance 
for fusion. In addition it 
allows early ambulation, de- 
creases postoperative pain 
and forestalls the hazards 
associated with long periods 
of bed rest. 

In the operative procedure 
the routine subperiosteal ap- 
proach is utilized. The spin- 
ous processes, laminae, in- 
volved articular facets, and 
isthmuses, are exposed and 
denuded of soft tissue, the 
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joint capsules being completely excised. Chandler 
spade retractors are valuable adjuncts in this 
exposure. Anchoring the blade of the retractor 
lateral to the superior facet of the lower ver- 
tebra makes retraction easy (Fig. 1). The ar- 
ticular cartilages of the facets are removed, and 
the interspaces are thoroughly gouged; the 
spaces are then filled with cancellous bone which 
is impacted with a mallet and tamp of small 
gauge. By means of a long-handled, pointed 
rod a depression is made in the center of the 
presenting articular facet, a hole is drilled 
through the contiguous facets bilaterally and 
vitallium screws are inserted (Fig. 2). The 
direction of the screws, which varies in each 
case, can be determined readily by the direct 
vision provided by this exposure; it is usually 
20 to 25 degrees inferiorly and 10 to 15 degrees 
laterally. The length of the screw depends upon 
the thickness of the facets and varies from 5% to 
34 of an inch. 


Frequently, due to the shape or the angulation 
of the articular surfaces of the facets it is im- 
possible completely to remove the articular car- 
tilage and leave sufficient bone for anchorage 
of the screw. In such instances the cartilage 
about the periphery of the facets is removed 
and the space is packed with cancellous bone 
or the articulation is completely destroyed and 





Fig. 1 
Two methods of exposing the facets. 
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the screw on the opposite side is depended upon 
for the early fixation. 

The stability afforded by the screws can be 
demonstrated clearly by rocking the vertebra 
with a Kocher clamp before and after the screws 
are inserted. After the screws are tightened, a 
Hibbs fusion is done. All efforts at fusion are 
concentrated about the articular facets, the isth- 
muses, and the lateral portions of the laminae, 
the resultant fusion being between the inferior 
facets of the vertebra above and the superior 
facets of the vertebra below across the 
pars interarticularis (Fig. 3). Additional 
bone is obtained from the sacrum, and 
when needed, from the ilium. At no time 
have tibial grafts been used, as in our 
experience with our own cases and with 
cases seen from other clinics the removal 
of a bone graft from the tibia has de- 
layed ambulation, and has caused more 
postoperative pain and more complica- 
tions than has the fusion itself. These 
complications consist of vasomotor dis- 
turbance in the involved extremity, 
thrombosis, painful scars, postoperative 
fractures, and knee and ankle pain re- 
sulting from fixation. In addition, as 
demonstrated by Abbott and others,‘ 
cancellous bone, which is of a loose pat- 
tern with interlacing and _ branching 
trabeculae, every one of which is cov- 
ered by endosteal cells, possesses a much 
higher osteogenic power than does cortical 
bone, which consists of mature elements 
incapable of forming new bone and in- 
capable of surviving transplantation ex- 
cept on the surfaces where there may be 
endosteum or periosteum. 


Efforts toward fusing the spine have 
been made with the spine in a neutral 
position, as it is felt that fusing the spine 
in a flexed position places a strain on the 
involved area and forces the patient to 
assume an unnatural position. Attempt- 
ing to shed light on the minor move- 
ments that take place in the lumbosacral 
joint, King® made lateral x-rays of this 
joint, first with the subject standing in 
full forward flexion, then standing in 
natural erect position, and then standing 
with the back arched posteriorly in com- 
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plete extension. King noted that in a great 
majority of the subjects there was little, if any, 
difference between the normal standing and the 
hyperextension films. In other words, in ordi- 
nary standing, presumably in sitting erect, and 
in walking slowly, the lumbosacral joint is con- 
stantly in complete or subtotal extension. From 
King’s preliminary observations it seems that 
forward flexion movements average only about 
15 degrees and that the neutral position is really 
the position of complete extension. It is his im- 





Fig. 2 


(A) Impression is made in the presenting facet by means of a long 
steel pointed instrument. 

(B) A hole drilled through the contiguous facets. 

(C) Insertion of the screw. 
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pression that the flexed position is an unnatural and that pseudarthrodesis is a natural end re- 
one and that in standing exceptionally great sult of fusion in flexion. 
forces are brought to bear to extend these joints As stated above, the Hibbs fusion reinforced 





Fig. 3 
All efforts at fusion are concentrated about the articular facets, the isthmuses, 
and the lateral portions of the laminae, the resultant fusion being between the 
inferior facet of the vertebra above and the superior facet of the vertebra 
below across the pars interarticularis. 








with transarticular facet screws 
has been performed in 138 pa- 
tients of whom 95 were males 
and 43 females. The age groups 
and occupations are shown in 
Chart 1. The duration of back 
pain and of sciatic pain is 
shown in Chart 2. This chart 
is not a true index of the re- 
lationship between back pain 
and sciatic pain in the patient 
with a ruptured disk, as the 
majority of these patients who 
had back pain longer than five 
years had _ spondylolisthesis. 
Chart 3 shows the number of 
patients explored for disk, the 
number of disks removed and 
the intraspinal findings. The 
28 negative explorations are in- 
cluded in the group of fusions 
without disks, the explorations 
being made before fusion to 
rule out any possible intra- 
spinal pathology. Chart 3 also 
shows the findings in those pa- 
tients fused without disk ex- 
cision. Ambulation schedule for 
the uncomplicated cases is 
shown in Chart 4. The ambula- 
tion schedule for the compli- 
cated cases is shown in Chart 5 
with explanatory notes. The 
discharge schedule for uncom- 
plicated cases is shown in Chart 
6, and the discharge schedule 
for complicated cases is shown 
in Chart 7 with explanatory 
notes. Chart 8 shows the areas 
fused and the results in 56 pa- 
tients who had a follow-up of 
from one to two years. 


In surveying the operative 
results the patients were asked 
the following questions: (1) 
Are you working? (2) If so, 
please state whether you have 
returned to your old job or 
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have had to change your occupation because of at ae . . 
your back. (3) Are you wearing any form of f AND OCCUPATION 
back support? (4) Have you been relieved of 














Age Groups in Years Male Female 

your back pain? (5) Have you been relieved of 9.;; pear 0 
your leg pain? (6) Please make any remarks 6-25 ye 9 
in regard to the results of your operation. If 2-35 —s—Ss30 12 
you have any pain please describe it as to type 36 - 45 41 21 
and severity as compared with the pain you 46 - 55 —--_-__E 1 
had before operation. Has the relief of pain %%- 6 ——————---. 1 0 
from the operation been such that you would go 95 “a Tease 
through the operation again for the benefits fHeavy workers eee ar 
you have obtained thus far? Office workers iad-cdntacitine dl 

A patient to be placed in the excellent group Counter workers ag 
must have returned to his former occupation "veling salesmen —————___.. et _ © 
on a full-time basis with little or no pain. peaceoconslln sarees cicaa nas mecenreiernanee ae 
Several patients in this group have continued Chart 1 


to note localized numb- 
ness in the involved ex- 
tremity. In each of these 
instances it was felt at the 
time of operation that 
there had been sufficient 
nerve pressure or ad- 


; hesions to cause _ per- 
5 manent damage. To be 
) classified as a good result 
- the patient must have re- 
) turned to his former type 


- of work on a full-time basis 
- with insufficient pain to 








r hamper full activity. The 
S patients judged as having 
\- a fair result were having no 
i- incapacitating pain but had 
5 not returned to heavy work. 
1e In each instance they were 
i- pleased with the operative 
rt result and stated that they 
le would have the same opera- 
m tion again for the same re- 
ry sults obtained. The pa- 
as tients classified as having a 
a- poor result did not feel that 
of they had been benefited 
by the operation. The one 
ms death was the result of , 
d anuria caused by trans- Fig. 4 
e fusion reaction Anterior posterior (1), lateral (2) and oblique (3 and 4) roentgenograms six months 
1) ’ postoperative. The original of the lateral film demonstrates new bone overlying the 
I . = head of the screws. One year following surgery the patient had sudden onset of pain 
sO, n two instances, post- in her ed ‘es: wy anes & gg teed — _— ae ae a — 
° intervertebra Isk at the 4t umbar intervertebral space show soli ny fusion 
ive operative X-rays have with both screw heads completely covered by new bone formation. One screw head 
£ was exposed. The threads of the screw were firmly imbedded and the screw could 
or shown that one or two of 


not be removed without undue force. 











the screws have become loose and partially 
backed out from the lower vertebra. No un- 
toward effect was noted in either of these cases. 
No other complications have been noted. 
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DISCUSSION (Abstract) 


Dr. Robert A. Knight, Baltimore, Md—The prin- 
ciple of internal fixation of the articular facets by 
means of metal screws, as an adjunct to the ordinary 
technic of spine fusion, is fundamentally the same as 
that of using a tri-flanged nail or multiple pins to 
aid immobilization of the hip or knee joint following 
an intra-articular arthrodesis. The underlying principle 
























































Duration of Pain Back Sciatica 

ee 82 

© SD ehcinttticinninninicininanomenicng ae 34 

fy 0 18 

fy ee 3 

Fe IN iaititectiitacennts 19 1 

CI ieicenadbiictinsaticnianiniaitstipoatinicis Gn 1.3 years 

Chart 2 

Explored for disks 123 

Number of disks removed 93 

Negative explorations* 28 

Neurolysis S-1 1 

Adhesions — 1 

Recurrent disks 8 

Cases not explored for disks 14 

Fusions Without Disk 

Spondylolisthesis 23 

Narrowed L. S. space. 14 

Previous disk removed 6 

Neurolysis ms a 

Adhesions (2 previous disk) 1 
coaches atiscgeaineieeiadeahtgeeiabaciadiiindatagaastaiininiiea dio 45 








“The 28 negative explorations are included in the group 
of fusions without disk, the exploration being made as a pre- 
caution against intraspinal pathology being associated with spon- 
dylolisthesis, etc. 
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AMBULATION SCHEDULE 
Uncomplicated Cases 
No. of Cases 
Day of operation 4 
Ist operative day 17 
2nd postoperative day 15 
3rd postoperative day. 16 
4th postoperative day —— 
5th postoperative day______»___ didsnipcctindan | a 
6th postoperative day..._»_- ices ae 
7th postoperative day-.. senatacen 
8th postoperative day 2 
9th postoperative day. 10 
Average 3.9 days 
Chart 4 
AMBULATION SCHEDULE 
Complicated Cases 

No. of Cases Complication 

11th postoperative a = ... Spondylolisthesis 


12th postoperative 
13th postoperative 
14th postoperative 
15th postoperative 
16th postoperative 
20th postoperative 
33rd_ postoperative 
4ist postoperative 














Postoperative infection 


3 1_....One unilateral screw 
1 Spondylolisthesis 
1 One unilateral screw 
Oe asec 1________. Spondylolisthesis 
1 Spondylolisthesis 
Beas ccesactitgin 1 _________ Re-explored 
10 Spondylolisthesis 





Over-all average of all cases, 7.3 days. 








Chart 5 








DAY OF DISCHARGE SCHEDULE 


Uncomplicated Cases 





No. of Cases 
5th postoperative day. 3 
6th postoperative day 6 
7th postoperative day. 16 
8th postoperative day 33 
9th postoperative day 26. 
10th postoperative day. 12. 
11th postoperative day 13 
12th postoperative day 6 
13th postoperative day_* 11 
14th postoperative day 2 
128 


Total 



































Average, 8.8 days 








Chart 3 


Chart 6 
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is sound and the earlier ambulation and decreased post- 
operative discomfort of these patients justifies the use 
of the internal fixation. 


The use of screws through the facets, as brought out 
by Dr. Baker, in no way lessens the necessity for a 
thorough and meticulous operative technic, for the 
screws serve merely as a temporary means of internal 
fixation until the fusion mass becomes consolidated 
and mature. When this is attained, the screws have 
served their purpose. 


If the operative technic of the fusion itself fails, as 
evidenced by the development of a pseudarthrosis, the 
screws will not permanently counteract this; conse- 
quently, the usual exploration and repair of the pseu- 
darthrosis becomes necessary. It is, however, the con- 
sensus of those who have used the method extensively 
that consolidation of the fusion mass occurs more 
quickly and surely when internal fixation with screws 
is used. 


The technic of insertion of the screws is not difficult 
but should be preceded by study and practice on an 
articulated skeleton as well as on the cadaver. An im- 
properly inserted screw can lie outside the bony con- 
fines of the facets and pedicle; this is evidenced by 
the occasional complication of nerve root irritation, 
usually associated with a burning type of pain, which 
may follow the operation. In these instances, removal 
of the offending screw will relieve the pain. 








DAY OF DISCHARGE SCHEDULE 
Complicated Cases 





No. of Cases Complication 


16th postoperative day_.3..2 Hematoma 

1 Phlebothrombosis 
17th postoperative day__.1__.Cystitis 
18th postoperative day._.1_. Patient’s convenience 
19th postoperative day_.1..Herniorrhaphy 12th postoperative day 
29th postoperative day._1-_.Wound infection 
36th postoperative day__.1_. Re-explored 
62nd postoperative day_.1..Wound infection 


Over-all average of all cases, 9.9 days 


























Chart 7 
Type Fusion Bilateral Unilateral 
L-4 and L-5 10 1 
L-5 and S-1 34 ll 
L-4, L-5 and S-1 67 7 
L-3, L-4, L-5 and S-1 4 3 
L-3, L-4 and L-5 1 





Result 56 Cases—1 to 2 Year Follow-up 
Excellent Good Fair Poor 
22 22 6 2 
No follow-up 2, died 1. 








Chart 8 


BAKER AND HOYT: 


HIBBS SPINE FUSION 425 


The underlying pathology necessitating the spine 
fusion does not often form a contraindication to the 
use of facet screws, for they may be employed in spine 
fusion for scoliosis and tuberculosis. In spine fusion 
following the removal of a protruding intervertebral 
disk and for spondylolisthesis, the use of facet screws 
becomes a most valuable adjunct. 


Dr. Harold R. Bohlman, Baltimore, Md.—The vital- 
lium screw has a good deal of strength. If, however, 
you take out a slice of bone from the articular surfaces 
or curet the surfaces, you have lateral mobility, and you 
immediately do away with the chief sheering stress and 
add an action which tends to wobble the screw. If you 
do not place the screw well back in the lamina through 
the facet and into the pedicle or the body of the sacrum, 
you have very little anchorage or bone substance to 
support the load. 


The casts should be kept on these patients until 
bony union has occurred. We have used an autogenous 
peg method for fifteen years. It has proved most satis- 
factory. The peg has not the strength of the screw, but 
it is not used while taking a slice out of the facet. 

If the peg sheers off or there is nonunion, nothing 
occurs. If there is nonunion of the fusion with screws, 
the thing wobbles about, and inevitably there is nerve- 
root impingement with pain, and the patient really 
suffers. I have had to take some of them out; I know 
what the symptoms are when they occur. 


A certain number of fusions develop fibrous semi- 
fusion. These are troublesome, regardless of the type 
of immediate fixation, and tend to be prevented by very 
secure and longer early fixation. 


I should like to put final emphasis upon the necessity 
for thoroughly understanding the planes when screws 
are inserted. I have seen them shoved in many direc- 
tions, causing much trouble. 


Dr. Eugene M. Regen, Nashville, Tenn—yYear after 
year we hear more and more papers which deal with 
the surgical treatment of this low back mechanical dis- 
order, in spite of the fact that only about two or three 
per cent of these patients fail to obtain relief by ade- 
quate conservative measures. We hear little said about 
conservative treatment. Everyone is interested chiefly 
in the surgical approach to this problem. 


There is no objection to the use of screws as an aid 
to fixation, as Dr. Baker has demonstrated, if the force 
applied between the screws and facets is not too great. 
The screws will hold because they are strong, but the 
weak bony facets will not hold against the excessive 
force applied when the patient assumes the upright 
position, as recommended in this paper. One does not 
apply a metal plate to a fractured femur and expect a 
patient to walk on it immediately, although the cortex 
of the femur is thick and heavy. How then, can one 
expect the weak cancellous structure of the very small 
facets to resist the strain at the lumbosacral joint pro- 
duced by even the ordinary activities of the patient 
when he moves around in the upright position. A car- 
penter would not think of using weak laths to build a 
temporary support under the corner of a house while 
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constructing a concrete foundation. By the same token, 
one cannot expect small bony structures no thicker than 
one-eighth of an inch to resist the very great stress and 
strain which we know occurs at the lumbosacral joint 
upon any activity in the erect position. However, this 
screw type of fixation should prove very adequate if 
the patient is kept in bed during the eight or ten weeks 
required for bony fusion to take place. 


Dr. Baker refers to the use of this technic for the 
fusion operation for spondylolisthesis. When one con- 
siders the free mobility existing between the posterior 
and anterior arch of the fifth lumbar vertebra, I can- 
not understand how fixation of the fifth lumbar facets 
to the sacral facets by screws can add to the stability 
between the fourth lumbar vertebra and the sacrum. 
The real defect is not immobilized by screws in these 
cases. 


I believe it was reported that twenty-one out of fifty- 
six patients got excellent results, but at the same time 
Dr. Baker said that some of the patients marked “ex- 
cellent” had pain in the back. One might question the 
use of the word “excellent.” 


The use of screws inserted through the very frail and 
weak vertebral facets, then allowing the patient to be 
up and around before bony fusion occurs, recalls to mind 
a phrase used by the late Clay Ray Murray, “You 
don’t send a boy to do a man’s job.” 


Dr. H. Relton McCarroll, St. Louis, Mo—I should 
like to ask Dr. Baker how many nurses Duke University 
furnishes him, to get these patients ambulatory in a 
short time? 


Dr. Baker (closing)—Dr. Knight mentioned the 
danger of nerve root pressure. Thus far we have not 
seen such a complication but I agree that there is such 
a danger. We have been particularly careful and in 
some instances, as our charts show, have not inserted 
the screw because the facets were not in a plane in which 
we felt that the screw could be inserted satisfactorily 
without danger of nerve root pressure. 


As to Dr. McCarroll’s question; our entire staff is 
full time and we have ample personnel to give our 
patients adequate care. The first few times these 
patients are allowed up, they are gotten in and out of 
bed either by the operator or one of his assistants. 

Dr. Regen questioned whether sufficient bony struc- 
ture is present about the articular facet region to give 
a strong support. If one reviews his anatomy, it will 
become obvious that the greater portion of the bony 
structure of the neural arch is in and about the articular 
facets and in this region is the cancellous bone which 
furnishes a better bed for grafts than does the cortical 
bone about the posterior portion of the laminae. 

I am not sure what Dr. Regen had in mind when he 
referred to the use of this type of fusion for spondy- 
lolisthesis but I interpreted his remarks as indicating 
that he understood we fuse only the laminal arch of the 
fifth lumbar vertebra and the sacrum. In repairing a 
spondylolisthesis, we attempt to get fusion across the 
defect. If the defect is too wide we do not make an 
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effort to repair it. In all instances, the fusion extends 
from the sacrum to the fourth lumbar vertebra and in 
some instances where it is felt that the anchorage to the 
fourth lumbar vertebra is insufficient, the third lumbar 
is included. 


It should be emphasized that the screws are not used 
as a method of fusing the lumbosacral region. They 
are used to give early immobilization in the hope that 
they will assist in bringing about earlier fusion. In 
addition, the fixation afforded by the screws lessens the 
patient’s postoperative pain. 

The 138 fusion cases presented today have been 
fused in a period of two and one-half years. During 
that time we have had approximately 20,000 clinic 
patients with the average number of low back com- 
plaints. Of the 138 patients presented today, 93 had 
ruptured intervertebral disks removed; that leaves 45 
patients whom we have fused in a period of two and 
one-half years with complaints similar to what Dr. 
Regen presented. Of these 45 patients, 23 had spondy- 
lolisthesis, leaving 22 fusions in patients who did not 
have ruptured intervertebral disks or spondylolisthesis. 
Of this 22, 14 had narrowing of the lumbosacral space 
with adjacent bony reaction, leaving eight patients 
fused without disks, spondylolisthesis, or narrowed 
lumbosacral space. Of this eight, six had disks removed 
previously, one had intraspinal adhesions as the result of 
two previous disk operations, and one had advanced 
neurolysis or destruction of the nerve root. In other 
words, of 20,000 patients who have visited our clinic 
in the last two and one-half years, not one patient 
has had a spinal fusion because of low back pain alone. 
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Temporal arteritis was first described as a 
clinical entity in 1932 by Horton, Magath, and 
Brown! of the Mayo Clinic. The latest paper 
on this subject is that by Dantes? in 1946. This 
article, which is current and generally available, 
is recommended to those who may be interested 
in a comprehensive discussion of the disease. 


*Read in Section on Ophthalmology and Otolaryngology, South- 
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Maryland, November 24-26, 1947. 
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In the interval between the first and most re- 
cent report, Dantes was able to find thirty-five 
case reports of this disease in the literature. 


Our attention was drawn rather forcibly to 
this disease by the first patient we are present- 
ing. This patient, a 71-year-old farmer (W.J.G. 
History No. B-50056), a known diabetic, came 
to the Duke Hospital complaining of visual loss 
and severe bitemporal headaches. We had no 
reason to expect anything other than a diabetic 
retinopathy until, while maneuvering the pa- 
tient’s head during the ophthalmoscopic proce- 
dure, the tense, cord-like, and painful arteries 
were accidentally compressed. The painful re- 
action elicited in this manner stimulated a more 
searching investigation of the history which 
brought out the following pertinent information: 


CASE REPORT 


Family history indicated that the father died of 
cancer, two brothers are living diabetics, one brother 
has asthma, one sister has had a cerebral accident. The 
patient has eight children living and well. 


The patient is said to have had “heart dropsy” 15 
years ago. This episode was accompanied by dyspnea 
and ankle edema lasting only three months. No other 
information relative to this incident was obtained. 
Apparently, there has been no similar symptomatology, 
no cardiac therapy in recent years. 


In October, 1944, approximately seven months before 
being referred to the Duke Hospital, the patient had 
sought medical advice because of polydypsia, weakness, 
fatigue, and weight loss. At that time, he gave a 
history of frequency and nocturia of two or three years 
duration. The diabetic symptoms had been present for 
only two or three months at this time. He was placed 
on a diabetic diet, apparently low caloric, on which 
he spilled little sugar but continued to feel fatigued 
and to be unable to carry on his usual farm work. 
Because of this continued weakness, he consulted a 
second physician in April, 1945, who felt that the 
previous diet was inadequate. Insulin was added to 
the treatment and the diet was increased. In January, 
1945, approximately three months before being placed 
on the insulin therapy, the patient developed a severe 
diarrhea of two weeks duration. During this diarrhea, 
severe deep non-throbbing, bitemporal headaches were 
first noted. These headaches were aggravated by lying 
down but not affected by cough or strain. During 
this time, the patient also first noted that the arteries 
on his forehead were hard, red, and slightly tender. 
The patient is under the impression that he had a low 
grade fever during this period. No history of adminis- 
tation of a sulfonamide could be obtained. Shortly 
after the institution of the insulin therapy with the 
increased caloric intake, the patient became, within 
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two days, totally blind in the left eye. A week later, 
within a period of twenty-four hours, he also lost the 
sight of his right eye. The vision on admission to the 
Duke Clinic was limited to shadows in each eye. The 
bitemporal headache has persisted. It will be observed 
that whereas the diarrhea and temporal headache with 
the associated swelling and tenderness of the temporal 
arteries antedated the insulin regime; the loss of vision 
followed the latter rather suddenly. 


Ophthalmological examination revealed the tension to 
be well within normal limits to palpation in each eye. 
The pupils were regularly but unequally dilated and did 
not react to light. The extra-ocular movements were 
normal and co-ordinate. There was no ptosis, no 
nystagmus, no pain on movement. 


Upon funduscopic examination of the right eye, the 
disc was waxy white. The lamina cribrosa were not 
visible. The disc margins were indistinct. Both the 
disc and the adjacent area appeared covered by a yellow 
waxy film which faded imperceptibly into normal retina. 
A small superficial hemorrhage was noted near the 
border of the disc at 9 o’clock (Fig. 1). No definite 
signs of sclerosis were present. The caliber of the 
arteries and veins was not markedly changed from what 
one would expect in an individual of this age. The left 
disc appeared essentially the same as the right. How- 
ever, all the main branches of the central retinal artery 
were markedly thickened. The blood column was visible 
but fragmented. The veins of the upper part of the 
fundus also showed interruption of the blood column. 
This fragmentation of the blood column and attenuation 
of the caliber of the vessels can be seen in the fundus 
photograph of the left eye (Fig. 1). 


The ophthalmoscopic picture was interpreted as 
showing an early atrophy, probably secondary, with 
retinal hemorrhage of the right eye and occlusion of 
the central retinal artery of the left eye. 

The general physical examination was as follows: 
Temperature 100°, blood pressure 140/70. The patient 
was emaciated with evidence of recent weight loss. 
The superior anterior temporal arteries on each side were 
elevated and cord-like to palpation (Fig. 2). The over- 
lying skin was slightly red, the surrounding area was 
tender to touch, no pulsation could be felt. Careful 
examination of the palpable arteries elsewhere revealed 
them to be soft and non-tender with good pulsations. 
The heart was not appreciably enlarged. In general, the 
physical examination revealed only the degenerative 
changes normal for a man of this age group which will 
not be further listed. 

The neurological examination was negative, excluding 
the optic atrophy. 

Hemoglobin was 63 per cent, red blood cells 3,850,000, 
and white cells 9,700. The differential showed 80 per 
cent polymorphonuclears, eosinophils none, mononuclears 
2 per cent and small lymphocytes 18 per cent. The 


Wassermann, Kahn, Kline, and Mazzini were negative. 
The corrected sedimentation rate was 5. Blood sugar 
was 150. The electrocardiogram was within normal 
limits. X-rays of the chest were negative. 
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Under 25 units of protamine zinc insulin on a 2,100 
calorie diet, the blood sugar was kept well within nor- 
mal limits during the entire hospital stay, 

A provisional diagnosis was made of temporal arteritis 
with associated optic atrophy with certain occlusion 
of the left temporal artery and probably also occlusion 
of the right temporal artery. 


The temporal arteries were sectioned. The pathological 
report from the biopsy material is as follows: 

W. J. G., B-50056, SP A-4924—In the first case, 
the microscopic cross sections showed a small lumen 
without occlusion by thrombotic material, narrowed by 
a very markedly thickened intima. The nuclei of the 
lining endothelial cells were arranged concentrically 
about the lumen and there was an increase of col- 
lagenous tissue proportional to the amount of intimal 
proliferation. The basilar portion of the intima showed 
fibroblastic proliferation as well as a cellular infiltrate 
of lymphocytes and mononuclear cells. Acellular fibri- 
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noid degeneration was apparent in the intima. The in- 
ternal elastic lamella is alternately intact and frag- 
mented. 


Under low power examination (Fig. 3), the media 
appeared almost completely replaced by granulomatous 
tissue with extension of the same reaction to involve 
both the intimal and adventitial layers in small foci. 
Higher magnification (Fig. 4) revealed the prominent 
granulomatous tissue as replacing large areas of col- 
lagenous tissue and muscle; almost the entire media 
involved by nodule-like areas of granulomatous tissue 
separating the inner and outer circular muscle fibers. 
Multinucleated giant cells are present in this granuloma- 
tous tissue. In addition, a cellular infiltration, predom- 
inantly of round cells, was present in the media and 
adventitia in abundance, Similar cells were present 
around the vasa vasorum, though periarteritis or peri- 
adventitial infiltration was certainly not a characteristic 
feature. 








Fig. 1 
Showing (O. D.) blurred disc and hemorrhage and (O. §S.) fragmentation of blood column in both artery and vein. 





Fig. 2 
Showing prominence in superficial anterior arteries in Case 1. 
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The smaller arteries in the adventitia also showed a 
similar picture to that described in the temporal artery, 
with marked thickening of the intima, associated nar- 
rowing of lumen, and replacement of the media by 
granulomatous tissue. The capillaries appeared intact. 


Gram, giemsa, and acid-fast stains failed to reveal 
organisms or inclusion bodies. Polariscopic studies 
showed no refractile or birefringent particles. 


Culture for bacterium and fungus revealed no growth. 


It is our impression from the study of the micro- 
scopic sections in this case that the process was then, 
at this stage, a chronic polyarteritis of granulomatous 
type with the most prominent involvement being of 
the media, and with conspicuous intimal thickening; 
this chronic granulomatous reaction being superimposed 
upon or associated with degeneration or necrosis of 
collagen and muscle of the intima and media. It is of 
particular interest that microscopic studies of the adja- 
cent smaller muscular arteries showed an identical lesion 
in contrast to the intact capillaries or vaso vasorum. 


Thus, since this disease is characterized by involve- 
ment of all coats of these muscular temporal arteries, 
and the most notable reaction is granuloma-like, the 
term “chronic granulomatous polyarteritis” describes the 
anatomical lesion and serves to differentiate this lesion 
from that of “polyarteritis or periarteritis nodosa.” 
The histological changes described above appear to be 
similar to or identical with those described by Horton 
and Magath.3 


Case 2.—The second case of temporal arteritis with 
optic atrophy was a 70-year-old retired automobile 
salesman, H. A. U. (Duke History B-55439). This man 
was admitted as a stretcher case to the Emergency 
Ward with a provisional diagnosis of brain tumor. His 





Fig. 3 


Showing thickened intima at A. The cleft above at B 
is an artefact. 
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presenting complaints were excruciating headache and 
rapid visual loss, 

The family history was non-contributory. The past 
history was also non-contributory. There was no history 
of allergy in either the patient’s past experience or 
in his immediate family. 

The patient presented complaining of right sided 
headache, increasing in severity for the preceding eight 
weeks. This headache was so severe that he was unable 
to sleep. The pain was accompanied by a “drawing 
feeling” back of the right ear. Vision in the right eye 
was reduced so that he could only see “straight ahead.” 
There was a very severe pain back of the eye which 
feels “like it is pushed out and hanging on my cheek.” 
There had been a “faint feeling” when standing for 
the past two weeks. On a few occasions, the headaches 
had been exceedingly severe. The patient said that on 
such occasions he could hardly remember “what went 
on,” but there had been no actual loss of consciousness. 
At other times during these episodes of severe pain, he 
said that he would “get nervous” and “shake all over 
and sweat considerably.” There had been some nausea 
and occasional vomiting but this was never projectile 
in character. 


Upon examination on admission (June 13, 1945), 
vision in the right eye was nil. Vision in the left eye 
was limited to the perception of shadows. The vision 
in the left eye is said to have deteriorated suddenly in 
the past 48 hours. Extra-ocular movements could be 
performed but were accompanied by very severe pain 
back of the eyes, There was also photophobia and 
profuse lacrimation. The left pupil was larger than the 
right. The right pupil did not react to light directly, 
but did react consensually. The left pupil reacted to 
light directly. The adnexa and tension were normal. 





Fig. 4 
High power of Fig. 3, showing granulomatous type of 
infiltration. 
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Funduscopic examination of the right eye: The disc 
margins were blurred. Exudate was noted especially 
at the nasal margin. The disc was also slightly elevated 
and somewhat pale. There was noticeable perivascular 
sheathing. Vessels, both the arteries and veins, 
said to have been engorged. 


were 


Funduscopic examination of the left eye showed the 
disc margins to be blurred. The disc was pale and 
slightly elevated. The vessels, both arteries and veins, 
showed perivascular sheathing and increased tortuosity. 
The house officer who recorded the above observation 
wrote that “This is either papilledema or papillitis with 
optic atrophy. The history of sudden loss of vision 
makes the diagnosis appear to be papillitis, however, it 
looks more like papilledema with secondary atrophy.” 
The patient was so ill that fields could not be obtained, 
A few days after admission it was observed that the 
retinal arteries were extremely narrow and pale and 
that there was evidently very little blood flow. The 
veins, on the other hand, were said to have been tor- 
tuous and engorged. 

Upon general physical examination, there was a large, 
hard tortuous thrombosed vessel running across the 
right fronto-temporal region. The blood pressure was 
135/80. The temperature was 99.6.° The physical 
condition of the patient was otherwise negative revealing 
only normal senile degenerative changes consistent with 
the age and will not be recorded. 

A provisional diagnosis of temporal arteritis was 
made and both temporal arteries were sectioned. At 
operation, the right temporal artery was found to be 
thrombosed, the left was found to be pulsating and 
not so thick walled as the right. 

The discharge note on June 20, 1945, was as follows: 
headache is improved but complete blindness ensued 
while in the hospital. Pressure over the eyeball causes 


ee? 





SOUTHERN MEDICAL JOURNAL 


May 1948 


considerable pain. The fundi are clear without hemor- 
rhages or exudates. The disc outlines are uneven and 
pale. The arteries are extremely pale and narrow with 
fragmentation of the blood column and very little 
flow. The veins were engorged and tortuous with small 
areas in which no blood was seen. 

Laboratory examinations showed: hemoglobin 101, 
white cells 11,320, urine negative, Stereoscopes of the 
skull were negative. The electrocardiographic record was 
consistent with coronary artery disease. 

One year later, June 14, 1946, this patient returned 
for observation, saying that his headache had been 
greatly improved by the operation. There was no 
tenderness over the temporal areas, nor was pain 
elicited upon pressure over the eyeball. The patient 
was completely blind. The pupils were dilated and 
fixed and funduscopic examination showed a bilateral 
advanced optic atrophy which appears at this time to 
be of a primary type (Fig. 5, fundus photograph). 
From the appearance of these discs one year after 
the sectioning of the temporal artery it seems incon- 
ceivable that the patient could have had such papil- 
ledema as was described at that time. Pathological 
report of the section of the temporal artery was as 
follows: 


H. A. W., B-55439, SP A-6873—The microscopic sec- 
tions of the second case showed no evidence of occlu- 
sion of the lumen by a thrombus. The prominent fea- 
ture was the thick intima with the conspicuous acellular 
basilar fibrinoid necrosis or degeneration. In some areas 
circular cellular layers suggested successive levels of 
intimal cell proliferation. 

The prominent internal elastic lamella was frag- 
mented. In some areas where the latter membrane was 
widely separated, the necrotic collagenous tissue was 





Fig. 5 
Showing advanced atrophy of discs in Case 2. 
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infiltrated by round cells and a few fibroblasts appeared 
to be penetrating such breaks between the intima and 
media. The conspicuous granulomatous process, de- 
scribed as characteristic of temporal arteritis, and as 
described in our first case (Fig, 4), was not demon- 
strated in sections of this case. However, in such areas 
as are shown in the photograph (Figs. 6 and 7 reference 
point A), the fibrinoid degeneration of the basilar 
portion of the intima and inner layer of the media may 
represent an early stage of the fully developed process 
as represented by sections ,of the first case described. A 
cellular infiltration composed chiefly of round cells is 
prominent throughout the adventitia. Round cells fre- 
quently circumscribe the capillaries of the adventitia. 
As noted in the low power photograph, cellular infiltra- 
tion is more prominent in the adventitia, but is also 
seen in the media. 

Thus, in the latter..case, the microscopic examination 
has demonstrated an apparently more non-specific ar- 
teritis and peri-arteritis with marked intimal thickening 
and with conspicuous collagenous or fibrinoid degenera- 
tion of the intima and media. 


DISCUSSION 


Consideration of the pathological material pre- 
sented here confirms the provisional diagnosis 
of temporal arteritis in these cases. The occur- 
rence of bilateral optic atrophy following occlu- 
sion of the central retinal artery in these cases 
is certainly more than coincidence. We have 
been able to go over many of the previous case 
reports and we find that while optic atrophy 
is uncommon, ocular disturbances occur in ap- 
proximately one-third of reported cases. A peri- 
phlebitis was reported by Horton, Magath, and 





Low power showing break in internal elastic lamilla with 
thickened intima. Reference point A, at arrow. 
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Brown.’ Jennings* reported a 66-year-old house- 
wife with definite obstruction of the central 
artery oh the left with a progressive obliteration 
of the right central retinal artery. Bain’ reported 
a 71-year-old white woman who recovered with- 
out either ocular signs or symptoms other than 
extreme photophobia. However, some peri-papil- 
lary atrophy was observed in each eye. Dick 
and Freeman? reported: (1) a 65-year-old white 
woman with an optic disc twice normal in size 
and slightly edematous, with a small hemorrhage 
present on the disc, and (2) a woman 76 years 
of age who had diplopia with tortuous retinal 
arteries, sluggish extra-ocular movements, and 
poor vision in the right eye. Murphy’ reported 
a 71-year-old woman with ptosis. Chasnoff and 
Vorzimer® reported a necropsy in which evidence 
of arteritis was found in the carotid, central 
retinal, cerebral, occipital, and radial arteries of 
a patient who had been diagnosed clinically as 
a temporal arteritis. Johnson, Harley, and Hor- 
ton? reported three cases with lesions of the 
optic nerve, one a 61-year-old woman in whom 
several ischemic regions were present along the 
superior temporal vessels of the right eye. In 
the fundus of the left eye, occlusion of the upper 
branches of the central retinal artery and vein 





Fig. 7 
High power of Fig. 6 at reference point A. 
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with fragmentation of the blood stream was 
noted. This patient recovered vision in the right 
eye but vision in the left eye was limited to the 
ability to count fingers. The second case was in 
a 75-year-old farmer who presented, in addition 
to the signs of temporal arteritis, loss of vision 
in the left eye with an edematous elevated pale 
disc, from the temporal margin of which ex- 
tended a slightly raised area of exudation. Sev- 
eral small hemorrhages extended out along the 
course of the superior nasal vessel. On the eve- 
ning of admission to the Mayo Clinic, there was 
a complete loss of vision in the opposite right 
eye. Examination of the fundus three days later 
revealed no local cause of the loss of vision. 
These authors state that (it must be assumed 
in this case that the occlusion of the central 
retinal artery occurred too far back in the optic 
pathway to produce visible lesions on the retina. 
In the third case a 76-year-old woman, blind 
in the right eye, had a pale, slightly edematous 
left disc which revealed one disc diameter of 
edema. The appearance of the fundus in this 
case “suggests the probability that the central 
retinal artery was occluded.” Johnson, Harley, 
and Horton say that the anterior temporal ar- 
teries have an anastomosis with the lacrimal 
branch of the ophthalmic artery which gives 
off the central retinal artery which in turn sends 
an anterior and a posterior branch to the optic 
nerve. It is suggested that in this case the in- 
flammatory process could have extended along 
this pathway. Post and Sanders!® reported a 
fusiform thickening in the retinal artery with 
perivascular sheathing and thickening of the 
arteries which they interpreted as associated 
with a verified temporal arteritis in a case pre- 
viously reported by MacDonald and Moser.!! 
Scott and Maxwell!? report a diabetic who was 
noted to have total visual loss in the right eye 
and diminution of vision in the left eye. The 
ocular lesions were characterized as patches of 
exudate and may have been due to the diabetes 
rather than to the temporal arteritis. All of the 
cases listed above are considered either on a basis 
of histologic studies or clear-cut clinical pictures 
of patients who have had temporal arteritis. 
Of the 35 cases of this disease described in the 
literature, 13 show evidence of ocular involve- 
ment. The most serious complication is the optic 
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atrophy which, from all available evidence, is 
due to occlusion of the central retinal artery. 
Six of these cases, including the two reported 
here, showed ophthalmoscopic evidence of optic 
atrophy with signs of occlusion of the central 
retinal artery in addition to verified temporal 
arteritis. 


The clinical features of this disease as recon- 
structed from a study of the case records listed 
above indicate that it appears in debilitated in- 
dividuals beyond the age of 55. Cardiovascular- 
renal disease does not appear to be a precipitat- 
ing factor. One of the cases reported above, as 
well as our first case, was a known diabetic. So 
far, only Caucasians have been afflicted. Women 
are twice as frequently affected as men. The 
visual loss is preceded by four to eight weeks 
of increasing headaches and pain localized about 
the temporal artery. There is malaise, low grade 
temperature, elevation and sweating. The patient 
always refers the symptoms to the head, and 
frequently first notices and calls attention to 
the swelling and increased local temperature 
about the temporal arteries. From the history 
alone, brain abscess, sinusitis and acute glau- 
coma have been considered in the differential 
diagnosis. However, the appearance of the pa- 
tient and the palpable rope-like, tender, tem- 
poral arteries early focus attention upon these 
areas. 


True temporal arteritis may not always be 
easily differentiated from the so-called temporal 
artery syndrome. The latter occurs in much 
younger and healthier individuals, predominantly 
males, frequently in alcoholics. In the temporal 
artery syndrome, the disease has usually been 
present for much longer periods, the temporal 
artery is regularly dilated in contrast to the 
beading observed in true temporal arteritis, and 
the bouts of pain, when they occur, are sudden 
in onset, short in duration, and rapid in remis- 
sion. In both conditions, the pain is apparently 
permanently relieved by sectioning of the tem- 
poral arteries. The pain in the temporal artery 
syndrome can be produced by histamine and 
relieved by adrenalin. 


Other arterial lesions to be differentiated are: 
thrombo-angitis obliterans, polyarteritis nodosa, 
and rheumatic arteritis. Jennings* has compiled 
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a table (Fig. 8) which I have copied from the 
Lancet presenting the differential points in the 
diagnosis of these diseases. This table is inclu- 
sive and self-sufficient. 


Pathology.—It is not within the scope of this 
paper to present a detailed pathological study 
of temporal arteritis. References to the bibliog- 
raphy will reveal excellent detailed summaries 
of the cases studied. Briefly, the outstanding 
features in our two cases were: 


(1) The granulomatous nature of the lesion, 
(2) the presence of round cells and fibroblasts 
in all the coats of the artery, (3) the presence 
of giant cells, (4) the absence of aneurysmal 
formations and eosinophilic infiltrations char- 
acteristic of peri-arteritis nodosa. 


The etiology of this disease is entirely un- 
known. 
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The treatment is symptomatic. The pain has 
usually been relieved by section of the temporal 
arteries as was true in our two cases. 

The prognosis for life is good, but the pos- 
sibility of early or late involvement of the cen- 
tral retinal artery with resulting atrophy of the 
optic nerve must be always considered. 


SUMMARY 


Temporal arteritis on the basis of present 
knowledge is a disease entity which affects el- 
derly, debilitated individuals, of the Caucasian 
race. Women are apparently affected twice as 
frequently as men. Ocular signs of the disease 
are present in one-third of the reported cases. 
On the basis of acceptable evidence, six out of 
the 37 reported cases today have experienced 
optic atrophy due to coincident occlusion of the 
central retinal artery. The lesion is character- 


TABLE SHOWING FORMS OF ARTERITIS CONTRASTED 























| 
eS Thepoes engiitis Polyarteritis nodosa. Rheumatic arteritis. “ Temporal arteritis.” 
Clinical Intermittent claudica- | Protean. Fev: ~ = ja, sweat- | That of the rheumatic | Fever, sweating, loss of 
picture. tion. Erythromelia ing, joss of Possible disease. weight, eneral 
Logs of pulses. Tro- sym: vo of sonal qe meaisioa: nemia 
phic changes of a , or of other in lim Vv 
ie in the a Liable to | severe headache. Evi- 
romities. Often undice or to severe hemorrhages. | dent arteritis of tem- 
some loss of weight. olyneuritis. Muscular and joint poral vessels. 
Liability to recrudescence. 
Anemia, othen T with — Jeuco- 
osis and occasio: 
eosinophilia. 
Sex andage;| Almost entirely males | Four times commoner in men than | Both sexes; usually | Both sexes. Age over 60. 
incidence —usually young in women. in young young persons. 
adults or di persons of average age of 30. 
aged men 
Typeand | Usually in_ deep | Gross nodular lesions in medium- | Small arteries, eutertchee, Other arteries besides 
situation arteries. Disease sized and small arteries of muscu- capillaries, and temporals occasion - 
0 Tr affects chiefly ar- lar type. Occasio in large vasorum of aorta, ally involved. 
involv teries of limbs, but ies. Widespread viscera] Princi; in visceral 
also Ag — of vessels. nervous system vessels, LS much less 
to extent. in only 8 per cent.) widespread than poly- 
Typically an acute arteritis nodosa. 
generalised disease. ions ly micro- 
scopical. 
Nature of | 1. Acute stage : y | 1 Acute ota (a) severe medial fibrinous in- | 1. Meotesste medial 
arterial lesions ; m and necrosis, wi b Abrinous exudation ; ——— of all coats, ecrosis with 
reaction. adventitia invaded (6) infiltration of all coats with postions! of the in- sional pemmocesegs 
am he hs. polymorphs, histio- ima. M necrosis into wall. Round cell 
2. : much , and | bh  aMiueh in- and occasional hemor- infiltration of adven- 
fibrosis mn and timal pro! on. to rhage into . In titia. 
around vessels; ps RL, ure. some acute all | 2. Granulation tissue in 
orenaseotics of | 2. Granulation tissue in all coats. coats are in ted all coate with giant 
thro andrecanal- | 3. Scartissue replacement of arterial witb mononuclearsand cells in media. In- 
jentien ond peereee- wall. are heag hy and the timal] thickening and 
tive endarteritis. is thickened. fibrosis. 
Periarterial| Fibrosis in later stages | Present in acute inflammatory stage, | Present. Periarterial | Present. 
inflam- ith ting of ar- cellular in nature. cell and fibrillar 
mation. , Veins, and stroma with capillary 
nerves. dilatation. 
Thrombosis.| Present throughout | Present from SeGoemmcbery stage Nil. Present. 
disease. ds, causing vii 1 infarcts. 
Involve- | Phlebitis and peri- | Involvement of veins adjacent to | Nil. Nil. 
ment of phlebitis both inflamed arteries. 
veins. present. 
Progress of | Tends to cause loss of | Usually fatal within a year. Death | Vascularisation of in- | Some tendency to 
disease. limbs. from emaciation, hemorrhage, or vo) lapse. Apparent ulti- 
infarction of heart or kidneys. especially in intima. mate subsidence. 














Fig. 8 
Differential diagnosis of arteritis 


(Jennings). 
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ized histologically by the presence of numerous 
giant cells in the media as well as the presence 
of round cells and fibroblasts in all coats of 
the arteries. The etiology of the disease is un- 
known. Treatment is symptomatic. Section of 
the temporal arteries is said to afford relief 
from pain. Visual loss due to optic atrophy sec- 
ondary to occlusion of the central retinal artery 
is to be anticipated in approximately 15 per 
cent of those afflicted. 
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The records of venous pressure as reported 
in this paper were undertaken with three 
motives: (1) to test the usefulness of a new 
and simple recording device for the direct meas- 
urement of venous pre sure, (2) to record the 
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effect of several anesthetic agents and methods 
on the venous pressure, and (3) to check the 
value of such records in anticipating shock. 

The blood in the venous system,! returns to 
the heart with a definite but very much lower 
pressure than that of the arterial system. The 
high head of pressure in the arterial system re- 
sulting from the force of the heart beat has been 
largely dissipated due to the friction resistance 
of passage through the widened channels of the 
arterioles, capillaries and venules. By the time 
the large veins are reached the pressure is too 
low to be measured accurately in millimeters 
of mercury. At the right auricle the venous 
pressure is subatmospheric. Changes in the 
peripheral circulation help to maintain the 
venous pressure at a fairly steady level in spite 
of sudden changes in the arterial pressure. 


There are variations in the venous pressure, 
however. Variations occur with the respiration, 
a fall with inspiration and a rise with expira- 
tion.? The pressure rises with exercise. A large 
and sustained rise is found in cardiac failure and 
in increased intrapulmonic pressure. A sudden 
temporary increase or decrease in venous pres- 
sure is undoubtedly due to vasomotor reflexes. 
Eyster says that normal pressures may vary 
from 60-110 mm. of water; that any pressure 
above 200 mm. should be considered abnormal. 
Measurement of venous’ pressure should be 
taken with the vein at the level of the right 
auricle or correction must be made for the dis- 
tance between the level and the calculated point 
of the right auricles. 


An instrument for recording the venous pres- 
sure by direct method (Fig. 1) has recently been 
devised by a member of the Bio-Chemistry De- 
partment of the Medical College of Alabama.‘ 
It consists of a two-tube calibrated manometer 
connected by a rubber tube to a leveling device. 
The manometer tubes are filled to the zefo 
mark with water containing an indicator dye. 
The open end of one tube is connected by sup- 
porter tubing to a wide bore cannula which per- 
forates a rubber stopper. A five c. c. syringe 
and 18-gauge needle are rinsed in 1 per cent 
sodium citrate solution or a heparin solution. 
The barrel of the syringe is fitted over the 
stopper and attached to the needle. A vena 
puncture is made, usually in the median basilic 
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vein. The arm is placed on an arm board at 
an angle of 45° with the body and elevated 
by padding to correspond with the midpoint of 
a line drawn anteroposteriorly through the chest 
at the subcostal angle as described by von 
Recklinghausen.’ There were unanticipated tech- 
nical difficulties in making continuous record- 
ings. In spite of the anticoagulants used it was 
impossible to keep the needle unblocked for the 
period of time necessary for major operative 
procedures. Several of the records were inter- 
rupted since the needs of the patient at all 
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times superseded our records. It was frequently 
difficult to maintain the arm at an angle of 
45° due to the movement of an assistant against 
the arm board. 


Fourteen patients were selected at random from 
the regular schedule of operative procedures. Re- 
cording was made of the venous pressure at bed 
rest either the day before or the morning of oper- 
ation. The only criterion for selection in this 
series was that the patient be in the supine posi- 
tion. No records were taken on patients who were 
in the prone or lateral position. One record, how- 
ever, was made of the change from level to 
Trendelenburg position. Arterial pressures were 
measured by the indirect method with a mer- 
cury manometer. Three volunteers received one 
each of three methods and/or agents for a period 
of from fifteen to thirty minutes as controls. 
One of us (M.) received 500 mg. of sodium “pen- 
tothal” intravenously over a period of fifteen 
minutes one hour after premedication with 
morphine sulfate grain 1/6 and atrophine sulfate 
grain 1/150 (Fig. 2). There was an immediate 
fall in venous pressure of 50 mm. of water par- 
allel with a fall in arterial pressure. The venous 
pressure returned to the preanesthetic level 
within ten minutes although the arterial pressure 
did not rise as high as its preanesthetic level. 
The records were carried on until the volunteer 
responded to questions. The venous pressure 
rose above the preanesthetic level during this 
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period and showed remarkable fluctuations. To 
another (H.) (Fig. 3) one hour after similar pre- 
medication, cyclopropane and oxygen were ad- 
ministered by carbon dioxide absorption technic 
to the point of apnea and artificial respiration 
for three minutes. The arterial pressure rose 
from 120 mm. of mercury to a peak of 180 
despite increase in respiratory exchange by 
manual pressure on the breathing bag, the 
pulse also increased from 56 to 96 per minute. 
The venous pressure, however, fell steadily from 
90 to a low point of 32. The anesthetic was dis- 
continued 40 minutes after induction. For a 
short period, to the point of producing hy- 
perpnea, carbon dioxide was allowed to ac- 
cumulate by rebreathing; the venous pressure 
did not rise. The systolic pressure was 10 mm. 
of mercury above the preanesthetic level; the 
venous pressure 48 mm. of water lower at the 
end of this period. To one (A. McN.) (Fig. 4) 
one hour after receiving sodium “luminal” grain 
1, morpine sulfate grain 1/8, and atropine grain 
1/150, 8 mg. of “pontocaine” and 0.8 c. c. of 
5 per cent glucose were given intrathecally be- 
tween lumbar II and lumbar III vertebrae. Skin 
anesthesia was obtained as far as the eighth 
thoracic segment. There was a typical neurogenic 
type of shock reaction; a fall in systolic pressure, 
with very little change in either diastolic pressure 
or pulse rate. The arterial pressure returned 
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slowly to normal without the use of a vasopressor 
drug. The volunteer experienced no nausea or 
discomfort at the time of the lowered pressure. 
The venous pressure rose from 110 mm. of water 
to a peak of 154. Unexpressed apprehension on 
the part of the volunteer may have been a con- 
tributing factor to this rise in venous pressure. 
She was informed of the fall in arterial pressure 
and questioned as to subjective symptoms. In 
no other record was there an initial rise in venous 
pressure. 


Of the fourteen patients, eight received “pon- 
tocaine” by intrathecal injection. In all of these 
records there was a fall in venous pressure soon 
after the patient was returned to the supine posi- 
tion whether or not there was a fall in arterial 
pressure. There was in all of the records a rise 
in pressure from the initial drop; in most of them 
slightly below the preanesthetic level; there 
were small fluctuations paralleling fairly closely 
changes in arterial pressure. 


The remaining six received an induction dose 
of sodium “pentothal” (250-500 mg.) followed 
by inhalation of cyclopropane and oxygen or 
ether, nitrous oxide and oxygen by the carbon 
dioxide absorption technic. In 1929 Meyer and 
Middleton’ made a series of venous pressure 
records during ether, nitrous oxide and ethylene 
anesthesia. They found that there was a rise in 
venous pressure during induction. The pressure 
subsequently fell and then rose to a plateau 
somewhat higher than the initial pressure. Car- 
bon dioxide accumulation increased the pres- 
sure. We found a consistent drop in pressure 
during induction which we ascribed to the quiet 
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induction and lack of excitement stage pro- 
duced by sodium “pentothal.” The results were 
not so consistent during maintenance. Some were 
below the preanesthetic level, some above, and 
some fell steadily throughout the period of an- 
esthesia and operative interference. 


Five records showed exceedingly bizarre curves 
with no apparent relationship to the changes 
in arterial pressure. We have attempted to ex- 
plain these curves on other grounds than the 
anesthetic itself: reflex stimulation, change in 
position, rapid introduction of fluids, or in- 
creased intrapulmonic pressure. In one record 
there was a sudden rise in venous pressure from 
70 to 300 mm. water following severe tugging on 
the mesentery. In two there was a sharp rise of 
from 120-200 mm. water when blood was intro- 
duced rapidly into the vein of the opposite arm. 
In one (Fig. 5) a rise of 200 mm. occurred with 
the change of the patient’s position from supine 
to Trendelenburg position: The patient was re- 
ceiving whole blood at the time but not at a 
rapid rate. Henderson and Haggard® noted a 
similar rise when changing to a “head down” 
position in the unanesthetized patient. Fig. 6 
illustrates several interesting points: a rapid fall 
in venous pressure immediately after induction 
with a slow return to the preanesthetic level 
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although the arterial pressure continued to fall; 
a rise of 120 mm. of water at the time blood was 
“pumped” in rapidly and a further rise to 300 
mm. of water when artificial respiration was in- 
duced by intermittent pressure on the breathing 
bag. Increased intrapulmonic pressure may ac- 
tually interfere with filling of the right auricle 
by pressure on the great veins in the chest with 
accompanying increase in venous pressure. 

The cause for a sudden acute rise in venous 
pressure at the time of rapid entrance of blood 
into a vein may have a very simple explanation. 
An inefficient heart muscle may decompensate 
due to overloading. If so this was the only sign 
of backward failure and slow improvement of 
the forward failure followed the increase in blood 
volume. Bruhn’ doubted that at any one minute 
sufficient fluid could be added to cause enough 
increase in the blood volume to give an acute 
rise in venous pressure. He suggested some re- 
flex mechanism for which we are unable at this 
time to find an explanation. 

We studied our records in hopes that changes 
in venous pressure might warn of impending 
shock before the change in arterial pressure. It 
is possible to find backward or cardiac failure 
during an operative procedure, but forward or 
peripheral circulatory failure is much more fre- 
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quent. The causes of such failure are multiple. 
Blalock® has listed traumatic shock, burn shock, 
shock due to electric burn, shock due to crush, 
to blast, to loss of blood. To the patient receiv- 
ing an anesthetic agent and surgical interference 
the smallest sum of the factors are: (1) the 
effects of the agent and/or method itself; (2) 
loss of blood; (3) neurogenic factors due to 
the agent, the position of the patient, stimula- 
tion of nerve plexes; and (4) trauma per se. 
We are warned that fall in arterial pressure is 
an indication that shock is well advanced or 
even irreversible; in the early stages of shock, 
blood pressure may actually increase due to vaso- 
constriction. Increase in pulse rate is a some- 
what earlier indication as is the general appear- 
ance of the patient. This latter may be masked 
in the anesthetized patient, certainly restlessness 
and other subjective symptoms are missing. Ac- 
cording to Blalock’ the one single reliable indi- 
cation of impending shock is decrease in the cir- 
culating blood volume. Unfortunately there is no 
simple and practical means of estimating the 
volume so that it can be used from minute to 
minute during an operative procedure. We tried 
earlier to check hematocrit values at frequent 
intervals but we found them of little value. By 
the time the results were reported to us they 
could only indicate that half an hour previously 
we should have been anticipating shock. By that 
time the arterial pressure records showed the 
same thing. Evaluation of hematocrit is diffi- 
cult anyway when both tissue trauma and hem- 
orrhage are factors. It is conceivable that 
hemoconcentration due to loss of fluids into the 
injured tissues might keep pace with hemodilu- 
tion due to shift of extracellular fluid into the 
circulating blood when there is loss of whole 
blood. 

Animal experiments have indicated that 
venous pressure falls earlier than rise in pulse 
rate or decrease in arterial pressure. Fourteen 
records are too few to draw any definite con- 
clusions. Although several of these were records 
of patients in which there was a clinical picture 
of shock, in none was there significant fall in 
venous pressure sufficiently in advance of the 
arterial pressure to be of value in anticipating 
a severe picture of secondary shock. In fact, 
these records were those in which the marked 
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rise in venous pressure occurred concurrent with 
a rapid introduction of blood or blood substi- 
tutes into the venous system. 


SUMMARY 


(1) A new apparatus for the direct measure- 
ment of venous pressure has been described. 


(2) Three records of the effects of anes- 
thesia on venous pressure uncomplicated by 
surgical procedure have been discussed. 


(3) We report the records of the venous pres- 
sure in fourteen patients who were undergoing 
surgical procedures and anesthesia. 


(4) Certain bizarre curves in venous pressure 
have been analyzed and explanations tentatively 
offered for these. 


(5) Signs of impending shock have been dis- 
cussed and the value of records of venous pres- 
sure in anticipating shock. 


REFERENCES 


1. Eyster, J. A. E.: The Clinical Aspects of Venous Pressure. 
New York: The Macmillan Co., 1929. 

2. Meyer, O. O.; and Middleton, W. S.: The Influence of 
Respiration on Venous Pressure. Jour. Clin. Investig., $:1-14, 
1929-1930. 

3. Holt, J. P.: The Measurement of Venous Pressure in Man 
Eliminating the Hydrostatic Factor. Am. J. Physiol., 130: 
635-641, 1940. 

4. Cline, J. K.; and Burrett, John: A Simple Apparatus for 
Direct Venous Pressure Determination. Unpublished manu- 
script. 

5. Meyer, O. O.: and Middleton, W. S.: Venous Pressures in 
General Anesthesia. J. Clin. Investig., $:15-24, 1929-1930. 

6. Henderson, Y.; and Haggard, H. W.: The Circulation in Man 
in the Head-Down Position. J. Pharm. and Exp., Ther., 
11:189-201, 1918. 

7. Bruhn, J. H.: Personal Communication. 

8. Blalock, A.: Shock: Its Prevention and Treatment. 


Surgical 
Clinics of N. A., 21:1663-1683 (Dec.) 1941. 





DISCUSSION (Abstract) 


Dr. John Adriani, New Orleans, La—I was interested 
in this particular aspect of the circulation in spinal anes- 
thesia eight or nine years ago. It required about a year 
to obtain the satisfactory venous pressure studies. Every- 
thing would be going fine during one of the studies and 
somebody would suddenly change the position of the 
patient from the supine to the Trendelenburg; or some- 
thing else would happen which would void the study. 

We all know about blood pressures, arterial pressures 
and have many fancy gadgets to study it. Venous cir- 
culation is very important. The blood has to be ad- 
vanced to the heart before the heart can pump it. A 
good deal happens to the venous circulation about 
which we know little or which we are unable to explain. 
One of the theories of the fall in blood pressure in 
spinal anesthesia is that the venous return to the heart 
is diminished through loss of muscle tone, loss of ac- 
tivity of the thorax, and so on. In our studies of venous 
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pressure during spinal anesthesia with sensory anes- 
thesia extending as far as the clavicle, a fall almost to 
zero occurred each time the blood pressure was lowered. 
The vasopressures raised it. The excitement during the 
induction period raised it. After the spinal anesthetic 
was induced the pressure then fell. 


Dr. McNeal (closing) ——The apparatus designed by 
Dr. Cline does not appear to be applicable to con- 
tinuous venous pressure readings. It was devised to 
record single readings for cardiac studies. The use of a 
three-way stop cock to allow saline to flow through 
the needle between readings might prevent clotting 
within the needle. 





THE PRINCIPLES OF THERAPY IN 
ALLERGIC DISEASES* 


By W. C. Spatn, M.D. 
New York, New York 


This paper will present no new or startling 
methods, no innovations in the treatment of al- 
lergic cases, but rather will attempt to analyze 
and classify those procedures found to be of 
value in the office and in the clinic. These re- 
marks will apply to the respiratory forms of al- 
lergy: pollenosis, nonseasonal coryza, bronchial 
asthma, gastro-intestinal allergies, urticaria, in- 
fantile dermatitis and migraine. 

In a broad sense it may be said that the only 
truly effective means of treatment of the various 
clinical allergies is preventive, based upon the 
principle that it is usually easier to anticipate a 
breach in the line of defense than to repair one. 
It is in this preventive principle that we are 
particularly interested. It includes the several 
specific or immunologic procedures which to be 
successful, are based on an accurate and com- 
prehensive identification of the exciting factors 
by all the means at our disposal: by history, by 
skin test, by clinical trial. 

The therapeutic procedures in contrast to the 
immunologic procedures are usually concerned 
with the pathologic lesions, acute or chronic, 
primary or secondary, which develop in the 
course of allergic disease. Such therapeutic pro- 
cedures are nonspecific, and are employed in ad- 
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dition to the immunologic and often because the 
latter have not been applied with success. 


Specific Therapy: Preventive Measures 


(a) Preclinical Phase—In the development 
of any form of allergic complaint, it may be said 
that the condition proceeds from a preclinical 
to a clinical phase. The preclinical phase may 
be brief or it may exist for many years before 
the development of obvious clinical symptoms. 
In a study with Cooke,'! a number of years ago, 
of the inheritance feature in allergic individ- 
uals, it became apparent that the capacity to 
become allergic was inherited, probably as a 
mendelian dominant characteristic. In families 
where both parents were involved in allergic 
conditions, three of every four of the offspring 
would develop a clinical form of allergy, while 
in families where one parent was involved, one- 
half of the offspring became allergic. 

In spite of this strong influence thus demon- 
strated toward the development of the clinical 
condition, it was not until the age of ten in the 
individuals with a bilaterally positive family his- 
tory, or until the age of thirty in the individuals 
with a unilaterally positive family history, that 
the clinical allergic conditions had fully ap- 
peared. 

In this preclinical phase, the individual may 
not yet have acquired his antibody-antigen 
mechanism; he may have as yet only a lateat 
or potential capacity to become sensitized; hence 
the skin testing procedure is useless; or he may 
have developed his antibody-antigen mechanism 
but not have experienced sufficient contact with 
his specific exciting agent (or antigen) as to 
have shown clinical symptoms. By skin test, 
he may show positive reactions far in advance 
of actual clinical sensitization as was shown 
years ago by Bullen.2 This investigator ob- 
tained positive reactions by skin test in chil- 
dren who possessed no demonstrable allergic 
complaints but had parents who were allergic. 
Ultimately many of these children developed 
clinical sensitizations to the substances which 
had been originally positive by skin test. 

It is also a common observation that many 
patients suffering from one variety of hay fever, 
of the ragweed type say, will show positive skin 
reactions to the grass group of pollen extracts, 








440 


long before they become clinically sensitive to 
them, if indeed they ever do. 

In this preclinical phase, which is present as 
stated most frequently before the age of ten 
years, the treatment should consist in the avoid- 
ance, whenever possible, of those common of- 
fenders which are notorious in being causes of 
allergic symptoms, particularly any which may 
be positive by skin test in a patient or parent. 
Thus, these potentially sensitive children should 
avoid down, feathers, kapok and cotton in bed- 
ding, should have no household pets, should be 
removed from excessively damp or dusty habita- 
tions. Any infected lymphoid or tonsillar tis- 
sue should be removed. Excesses in the diet of 
egg, milk, wheat, chocolate, nuts should be 
corrected. 


(b) Clinical Phase—Once the clinical sensiti- 
zation has appeared, the antibody-antigen mech- 
anism having developed, the speculation and 
surmises of the preclinical phase may often be 
replaced by the positive knowledge afforded by 
the skin test. In practically all the cases where 
the offenders are the airborne inhalants (dusts, 
pollens, animal danders), and in approximately 
one-half the cases where foods are the cause, 
the eliciting agents can be identified by the de- 
velopment of a positive skin test. The antigenic 
factors once revealed, become the focus of at- 
tention in the application of the avoidance and 
removal principle of treatment, since obviously 
it is usually far easier to deal with the antigen. 
a foreign substance, than with the antibody. It 
is the union of the antigen factor with the anti- 
body which produces capillary permeability and 
edema, the pathologic lesions characteristic of 
and responsible for, the clinical symptoms. 
Avoidance of the antigen or antigens identified 
as offenders is indicated wherever possible. The 
patient should be furnished with a list of the 
causative agents considered important in his 
case, both inhalant and food. Their signifi- 
cance should be explained at length as well as 
the changes indicated in the environment or in 
the diet. Many disappointments in treatment 
are the result of having given insufficient time 
and care to this phase of treatment. The in- 
structions should be both verbal and written. 
In our clinic, after a reasonable time has been 
allowed for the making of changes suggested, a 
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worker visits the patient in the home to see 
whether the recommendations have been fol- 
lowed. We consider this a most important ac- 
tivity, since failure in improvement in spite of 
otherwise adequate treatment may be due to 
lack of understanding or cooperation on the part 
of the patient. 

Where the cause or causes become obvious un- 
der diagnosis by history, by skin test, and/or by 
clinical trial, as in the case of the cat in the 
home, or the egg in the diet, success will fol- 
low avoidance or removal. Where the skin tests 
are negative as is true in approximately one- 
half of all the cases of food allergy, a less for- 
tunate result is possible, since the offending fac- 
tors may be identified only with difficulty. A 
diligent search by cross-questioning may reveal 
a food or foods eaten though disliked, eaten to 
excess or eaten though known to produce related, 
usually minor, past or present allergic condi- 
tions. These foods as such or as components 
of other dietary items and all food substances 
to which they are related, should be avoided. 
Foods notorious as common offenders should 
be suspected, though not all should be eliminat- 
ed simultaneously, particularly in the young or 
in the acutely ill. These are egg, wheat, milk, 
seafood, nuts, seeds, chocolate. The patient 
must be given in exact detail information on 
foods and food mixtures which must be avoided. 

It is not enough to mention casually to the 
patient the items to be avoided. He must know 
for example of the many uses of egg, of its oc- 
currence in many food mixtures where it is un- 
suspected by the patient and often by the phy- 
sician. In this day of processed foods, foods 
that are dehydrated, frozen, canned, it behooves 
us to check thoroughly every commercially pre- 
pared food substance. Egg, milk, butter, olive 
oil, lard are often replaced by substitutes. 

Fortunately, few patients are actively allergic 
to a wide variety of foods. It is seldom neces- 
sary to continue for long, a very restricted diet. 
As soon as possible, the absence of symptoms 
granting, the list of permissible foods should be 
expanded. Every patient should be warned 
against continuing indefinitely his restricted diet 
without proper medical supervision. We have 


seen too many patients who have continued for 
long periods of time on unbalanced diets, ob- 
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viously intended to bé temporary, with result- 
ing digestive disturbance, undernourishment and 
vitamin imbalance, occasionally scurvy. 


Restrictive diets should be used cautiously in 
the undernourished and should assume second 
place to the diet necessary in nephritis, diabetes 
or intestinal disturbances. Adequate vitamin in- 
take should be provided. 


The avoidance then of substances in the en- 
vironment or in the diet implicated by history, 
or by test is essential. This principle of avoid- 
ance and removal applies equally well to the 
cases of bacterial allergy whose distress may be 
manifested as asthma, coryza, urticaria. If the 
assumption be correct, that such cases re- 
sult from the sensitization effects of bacterial 
products which develop in the tissues, usually the 
mucosa and the submucosa of the upper respira- 
tory tract, then it follows that the procedure in- 
dicated is one that attempts the avoidance or 
the removal of the offending infection. 


The application of the principle of avoidance 
and removal in this connection may be consid- 
ered to consist of three forms of therapy: 


(a) Surgical Removal.—Since, in bronchial 
asthma approximately one-third of the cases are 
infective in origin, and are stubborn and re- 
fractory to treatment, much thought and in- 
vestigation has been spent upon efforts to rid 
the patient of the cause, the active infection. 


In the adult such infection usually causes 
hyperplastic polypoid changes in the mucosa of 
the nose and paranasal sinuses. The removal of 
as much of this tissue as is safe is indicated. 
The Caldwell-Luc tissue replacement operation 
is the method of choice. Cooke® has said that 
in his experience, a patient whose asthma began 
between the ages of twenty-one and thirty-five 
years, and has been present no longer than 
ten or preferably less than five years, being in 
his thirties or forties, at the time of operation 
stands the best chance to obtain a satisfactory 
result. Cooke* was able to obtain 64 per cent 
improvement in a total of 163 cases, the cases 
with complete surgical elimination of the sinus 
infection showing a greater percentage of im- 
provement than the incomplete. Furthermore, 
those cases showing a combination of infection 
and skin sensitive allergy showed better results 
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than those with infection alone, due largely, it 
was felt, to the fact that in these cases, the in- 
fection was often a secondary factor. 


In the child, the infection is usually limited 
to the lymphoid tissue of the upper respiratory 
tract, the faucial and lingual tonsils and the 
adenoid tissue of the nasopharynx, the sites of 
the infected tissue which should be removed sur- 
gically. Too much emphasis cannot be placed 
upon the need for careful and complete opera- 
tive methods. It is generally agreed that an 
unfortunately large percentage of children who 
have undergone tonsillectomies one or more 
years prior to examination show much residual 
or regrown lymphoid tissue in the tonsillar fossae 
or in the nasopharynx. While this situation is to 
be deplored in any child it becomes of great im- 
portance in the child with infective asthma. 
Stumps of tonsils, tags of lymphoid tissue, may 
well be the source of the continuing asthma. 


(b) Irradiation Therapy.—Even with the best 
of care, however, complete surgical removal of 
the lymphoid tissue may not be possible. It 
may not be completely accessible or it may be 
present so diffused that surgery is impractical. 
In such cases, radium therapy is indicated, its 
importance having been first observed in 1941 
by Crowe and Ward.5 More recently, Ward 
working with Livingston and Moffet® reported 
upon 34 children under fourteen years, most of 
whom had suffered from asthma for a period 
of two years or more, and half of whom had had 
the tonsils and adenoids removed prior to ob- 
servation. Purely infective cases and cases of 
infection combined with skin sensitive allergy 
were included, and in each case, masses of lym- 
phoid tissue were evident in the nasopharynx, 
in both those who had been previously operated 
upon and those that had not. These children 
were given an average of four treatments, one 
a month, an applicator containing 50 mg. of ra- 
dium sulfate being employed for a period of 8% 
minutes on each side of the nasopharynx. (Sub- 
sequently Crowe advised a treatment to be 
lengthened to 12 minutes with a two to three- 
week interval.) The intensity and frequency of 
asthma in Ward’s cases was appreciably dimin- 
ished, two-thirds of his series obtaining from 
60 per cent to complete relief from asthma. 
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It would seem that those cases who failed 
to show successful results were probably those 
in whom the infective process had been present 
sufficiently long as to invade to a stubborn de- 
gree, other areas, such as the paranasal sinuses, 
the bronchial tissues, the cervical, mediastinal, 
and retroperitoneal lymph glands. Such exten- 
sion in the adult as well as in the child may 
render necessary the consideration of a com- 
plete change in climate with the hope that un- 
der improved climatic conditions, the patient 
may be able to achieve that post-operative im- 
provement which is apparently impossible at 
home. This principle of avoidance and escape, 
that of removal of the patient to another sec- 
tion of the country, should be used with care 
and discrimination. It is widely abused, as 
almost any physician in the Southwest will be 
eager to tell you. With no previous screening, 
examination or classification, no attempt at 
corrective surgery or irradiation therapy, many 
patients are sent or find their way to the South- 
west and to disappointment. Furthermore, as 
will be presented at the December meeting of 
the Academy of Allergy in St. Louis, both 
Egbert’ and Schutzbank® report that the dras- 
tic change from a moist to the extremely dry 
atmosphere of the Southwest in which they prac- 
tice, often replaces one train of symptoms with 
another equally difficult and disagreeable. 


(c) Antibiotic Agents—The use against bac- 
terial forms of allergy of the various antibiotic 
agents, especially penicillin has been attractive 
to many investigators. Penicillin has been used 
in various forms and by various routes. Oral 
preparations, subcutaneous or intramuscular in- 
jections and several types of inhalation proce- 
dures have been tried. Regardless of procedure 
employed, the results have not generally been 
encouraging. In a recent paper Gay? reports 
satisfactory improvement in 31 of 39 cases of 
infective asthma treated with intramuscular in- 
jections of penicillin in beeswax and oil, 600,000 
units daily for ten days, followed by similar 
booster doses each five to seven days to con- 
trol the tendency to a return of the infection. 
The period of observation following treatment 
has not yet been completed. The success ob- 
tained in Gay’s cases can be attributed, appar- 
ently to the much larger doses of penicillin 
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used. It should be emphasized that with any 
antibiotic and indeed with the use of sulfa 
drugs, the present infection may be retarded or 
destroyed, but the basic sensitization to the 
infection remains and may lead to a speedy re- 
turn of the offending organisms. 

Peck!° reports that sensitivity to penicillin 
may be closely associated with sensitivity re- 
sulting from fungus infection. It is conceivable 
that any pronounced reaction resulting from 
the initial administration of the antibiotic agent 
may be caused by an eliciting agent common to 
both the penicillin and the fungus. Peck says 
that many fungi are capable of producing com- 
pounds similar to penicillin. In any event, peni- 
cillin is apparently a potent sensitizer. A word 
of warning should be given, therefore, against 
the increasing use without a close check of this 
agent in impending or actual cases of status asth- 
maticus. Occasional cases have been seen 
where the asthma has become overwhelming, its 
sudden and sharp increase in severity follow- 
ing and being presumably due, to the adminis- 
tration of the antibiotic by inhalation or by in- 
jection. 


Specific Therapy Immunization Measures.— 
The impossibility of removing the cause in 
the various forms of allergy, in other words, the 
impossibility of preventing the union of anti- 
body and antigen, has lead to the attempt at 
modification of the union of antibody and 
antigen by the development within the indi- 
vidual of an increased degree of toler- 
ance to the antigen or offending factor. Such 
increased tolerance is attempted by the admin- 
istration of the offending agent, usually in ex- 
tract form, by hypodermic injection at regular 
intervals over a period of time. It is not in- 
tended here to enlarge upon such methods of 
immunization. 


Third Procedure —tIn the treatment of the 
clinical phase of allergy, where the union of 
antibody and antigen cannot be avoided, an at- 
tempt is made to modify the effect of the con- 
summated union by blocking or diminishing the 
effects of the histamine-like substances formed. 
One of the earliest drugs offered for this pur- 
pose was benadryl, pyribenzamine following 
soon after. Many others with a similar pattern 
of action are being developed. They are most 
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useful against the edema, the itching, of urti- 
caria, poison ivy; they are helpful in allergic 
coryza, seasonal (hay fever) and nonseasonal. 
There is often a disappointing result in asthma 
and in some cases it has been suspected that the 
asthmatic condition has been aggravated. 


The undesirable side effects are lassitude, 
weakness, mental sluggishness and dizziness. 
Gastric and intestinal irritability seem to be 
lessened, without loss of effectiveness in some 
of the newer antihistaminic drugs yet to be re- 
leased. 


It is not my intention here to review the 
characteristics and the indications for the sev- 
eral important classes of drugs, the vaso-con- 
strictors of the epinephrine type, the vasodila- 
tors, the expectorants, the sedatives, the stimu- 
lants, which are helpful in treating the effects 
of the sensitization. While useful, indeed irre- 
placeable, they fail to symbolize the present 
trend. Measures of the preventive type, early 
recognition, simple avoidances, immunizing in- 
jections offer the greatest benefit. The anti- 
histaminic drugs through their effects are push- 
ing closer to the basic and fundamental sensi- 
tization phenomena. They cut into the se- 
quence of allergic events, closer to their source. 
The future holds promise for us of therapeutic 
procedures even more effective. 
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DISCUSSION (Abstract) 


Dr. Leslie N. Gay, Baltimore, Md—One important 
method cannot be over-stressed in the treatment of 
respiratory disease. I refer to passive exercise of the 
chronic asthmatic patient. British physicians were the 


first to point out the benefits derived from passive 
exercise of the emphysematous patient and to suggest 
its use in bronchial asthma. For a number of years, I 
have been referring patients suffering with emphysema 
and non-allergic bronchial asthma to a well-trained mas- 
seuse. When a patient is referred for massage of the 
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chest, the presupposition is that an attempt to enlarge 
the chest is in order. This is diametrically wrong, as 
the chest of the asthmatic and emphysematous patient 
is already too much enlarged and the masseuse must 
be instructed to decrease the expansion of the chest. 
I shall not go into the details of the methods which 
are used for this purpose, but I wish to state that most 
satisfactory improvement in the vital capacity of the 
patient follows a course of massage. Massage is pre- 
scribed at least three times each week. 


The well-known blow bottles likewise are helpful. 
These are used in such a manner that the patient will 
not at any time require an increase in the inspiratory 
effort. As the patient is using these bottles, forced ex- 
piration is practiced. Thus, the size of the lungs de- 
creases. 


Radium treatment of the nasopharynx has-been most 
helpful. I am confident that under the guidance of 
Dr. Crowe, Professor of Laryngology at the Johns Hop- 
kins University, many laryngologists have been thor- 
oughly trained in this procedure. Recurring infec- 
tions of the lymphoid tissue in the nasal pharynx con- 
sistently cause asthmatic bronchitis. After exposure to 
radium, the lymphoid tissue gradually disappears; con- 
sequently one source of infection has been eliminated. 


Dr. Spain called to our attention the treatment of 
asthmatic bronchitis with large doses of penicillin. Re- 
cently, I have treated a number of patients with 600,- 
000 units of penicillin in wax at a single dose. This 
is given every day for a period of ten days to a total 
of 6,000,000 units. In his investigation, Romansky dem- 
onstrated that after 600,000 units have been injected, 
penicillin will be excreted in the urine as long as six 
days after the injection. In many instances, a most 
striking improvement of the vital capacity of the 
asthmatic patient has followed penicillin therapy. Al- 
though it will not cure the disease, penicillin-in-beeswax, 
when administered in large doses, can be considered an 
effective procedure for relieving patients suffering with 
asthmatic bronchitis. 


I have been asked to comment on any reactions which 
may follow the injections of large doses of penicillin. 
In my experience, a number of patients developed urti- 
caria during the course of treatment, but this symptom 
was controlled by one of the antihistaminics. The course 
of penicillin therapy was continued with no other unto- 
ward developments. 


Dr. Oscar Swineford, Charlottesville, Va.—In the 
chemotherapeutic approach to the treatment of infec- 
tion there is a tendency for two things to happen. One 
is that the organism will become refractory to the 
chemotherapeutic agent. The second is that if the 
organism is done away with as a result of the chemo- 
therapy, secondary invaders commonly take the place 
of the original infectors. 


We have seen six cases of pyocyaneus involvement 
of the pulmonary system following penicillin aerosol. 
Control of the pyocyaneus infection was a more trou- 
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blesome problem than was eradication of the original 
penicillin-sensitive organism. 


Dr. L. W. Nabers, Morristown, Tenn.—I would like 
to ask what are the reactions to the large doses of peni- 
cillin being given. 


Dr. Charles Eyermann, St. Louis, Mo—I have noth- 
ing but commendation to offer. In the problems that 
come before us in treating allergic individuals, if one 
follows the theories outlined, one should get at least 
good results, if not excellent. 


Dr. Walter L. Winkenwerder, Baltimore, Md.—I1 
should like to ask Dr. Spain a question about eczema. 
As I recall, he thought approximately 50 per cent of 
the eczematous patients who were food sensitive were 
skin negative to test. 


Dr. Spain—No, food sensitization was not limited 
to eczemas, but included asthmas, the whole group. 


Dr. Winkenwerder—I was wondering whether it 
would be limited to children. I think we find that 
food sensitization in the eczemas is very common in 
infants and children, but if there is an eczema of the 
atopic type, so called, that arises in adults, food sensiti- 
zation is really uncommon. From my experience here 
in working with the dermatologists, psychosomatic fac- 
tors are probably much more at fault than food sensi- 
tization. 


Dr. Spain.—We really see very few cases, a very small 
percentage of our allergies, that we think are suffering 
from food sensitization, and the ones we suspect are a 
much greater number than the ones we can prove. 


By the time we take our history, do our skin tests 
with the foods, have a trial and error procedure by 
giving the food and withdrawing it, using this sort 
of procedure backward and forward in an effort to 
prove whether we are dealing with a food-sensitive 
case, by the time we screen our cases in that manner 
we have a very small fraction, indeed, that we can say 
are food cases. 


Dr. Benjamin Miller, Baltimore, Md—To how small 
children do you recommend skin testing or have you 
given passive transfer tests? 


Dr. Spain.—It is difficult to know at just what age 
to draw the line. It depends a great deal upon the 
discipline that has been given the child by the parents, 
for one thing, as well as the condition of the child 
himself. We usually try to do the direct test on chil- 
dren over 3 years of age. With those that are under 
3 years, and with those presenting, at any age a clini- 
cal history of a very high degree of sensitization, we 
do the indirect test. Upon completing the indirect 
tests we verify the results by direct skin tests if pos- 
sible. We do not like to depend on the indirect meth- 
od of testing if we can help it. 


Dr. H. M. Bubert, Baltimore, Md—Dr. Spain spoke 
of these penicillin inhalation cases that responded with 
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an asthmatic episode. We have given hundreds and I 
have never seen one. We have given it in allergic 
bronchiectasis. I wonder if you would be more spe- 


cific as to the frequency of that untoward result. 


Dr. Spain—I do not know just how frequently it 
occurs because no tabulation has been attempted. It 
is a small number of the total cases. We have seen 
three cases of chronic asthmatics that seemingly were 
made worse. Within an hour of the penicillin treat- 
ment, they became more asthmatic. The asthma lasted 
for an hour or more. 


One of these cases was in status. We felt definitely 
that the degree of asthma had been aggravated by the 
use of penicillin. 





WHAT CAN WE EXPECT FROM 
ELECTRO-SLEEP (ELECTRO-SHOCK) 
TREATMENT?* 


By C. S. Hotsroox, M.D. 
New Orleans, Louisiana 


In an attempt to answer this question, in part 
at least, a study has been made of 200 depressed 
patients who were treated between 1935 and 
1940 in the DePaul Sanitarium and another 
group of like size who were treated in the 
same hospital with electro-sleep (electro-shock) 
therapy in the years 1942 to 1947. These pa- 
tients were discharged as “improved,” “cured,” 
or “restored,” the different terms frequently hav- 
ing the same meaning but employed by different 
psychiatrists. Patients who were in the sani- 
tarium less than two weeks, those withdrawn or 
transferred to another hospital, those who died, 
or those who remained for further treatment 
were not considered. The study is of 400 dis- 
charged patients, 200 before the use of electro- 
sleep (electro-shock) therapy and 200 who re- 
ceived an average of 10.26 electric treatments. 
The study included also 200 manic patients 
(probably nearly all belonged to the manic de- 
pressive group), 100 patients who were treated 
before electro-sleep (electro-shock) therapy and 
100 who received an average of 11.55 electric 
treatments. 





*Read in Section on Neurology and Psychiatry, Southern 


Medical Association, Forty-First Annual Meeting, Baltimore, Mary- 
land, November 24-26, 1947. 

*From the Department of Psychiatry, Tulane University School 
of Medicine, New Orleans, Louisiana. 
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HOLBROOK: ELECTRO-SLEEP 


The technic employed has been substantially 
the same throughout the 5-year period. We have 
adhered to the Cerletti-Bini electro-shock 
method. Sub-shock treatment was of little or 
no value. 


The DePaul Sanitarium is located in a resi- 
dential district near Audubon Park, New Or- 
leans. It is a private hospital for patients who 
require psychiatric treatment and has an “open” 
staff consisting of the psychiatrists of New Or- 
leans. There is an affiliated school of nursing 
and the facilities of the hospital are used for 
teaching psychiatry to medical students. 


Touro Infirmary ‘is a general hospital with 
an out-patient neuro-psychiatric clinic. Of the 
1,571 patients treated at Touro Infirmary with 
electro-sleep (electro-shock) therapy, approxi- 
mately 90 per cent were “out-patients.” Ten per 
cent were clinic or free patients, 90 per cent 
were private patients. Those treated at Touro 
Infirmary as a rule were not severely disturbed; 
they usually received 6 or 8 electro-sleep (electro- 
shock) treatments and 95 to 98 per cent were 
restored in approximately 3 weeks. Had they 
not received this type therapy, the majority 
would have been ill many months, some would 
have committed suicide, and others would have 
required institutional care in a private or state 
psychiatric hospital. I have found that “out- 
patient” treatment, with hospital facilities, is 
most satisfactory in properly selected cases. 
Many patients will cooperate with this plan of 
treatment but will not go to a psychiatric hos- 
pital or remain in a general hospital unless the 
mental or emotional disorder progressed to the 
point where the individual has to be admitted for 
treatment. The milder depressions, in my opinion, 
should often be treated as “out-patients.” The 
monetary saving to the family is not inconsider- 
able. 


Table 1 shows the number of patients (5,402) 
and the number of treatments (37,125) they re- 
ceived. There have been no deaths attributed 
to the treatment although one excited paretic 
died 12 hours after a treatment; autopsy failed 
to show any changes in the brain except those 
of general paresis. Complications, as compres- 
sion, fractures of vertebrae, fracture of scapulae, 
and so on, have been relatively infrequent, some 
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complications occurring in 2 to 4 per cent of the 
patients treated. 

Tables 2 and 3 and Graph 1 show the length 
of hospital treatment of two groups of 200 
depressed patients each; these were all diagnosed 
as depression, reactive, manic depressive, or 
melancholia. It will be noted in the earlier 
group, where psychotherapy alone was employed, 
56 patients were treated from 4 to 36 months 
and 1 even longer. In the group treated with 
electro-sleep (electro-shock) therapy only 3 pa- 
tients remained in the hospital 4 months, and 
none longer than that. In the first group only 
106 were discharged in 2 months or less; in the 
recent group 182 patients were discharged in less 
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1935-40 25,328 126.6 
1942-47 (EST) 7,792 38.9 
17,536 


450 patients could have been treated. 
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than 2 months. The group of 200 depressed pa- 
tients treated before employment of electro-sleep 
(electro-shock) therapy consumed a total of 
25,328 hospital days, an average of 126.6 days 
per patient; the 200 patients treated with electro- 
sleep (electro-shock) therapy were in the hospital 
7,729 days, an average of 38.96 days per pa- 
tient. A comparison of the days spent in the 
hospital shows a saving of 17,336 days by the 
group treated with electro-sleep (electro-shock) 
therapy, and at that rate, theoretically, 450 more 
patients could have been treated, and restored, 
in the time saved. 

In the period 1935-40 the capacity of the 
DePaul Sanitarium was 275 with an average 
daily population of 266.8. By relieving the over- 
crowded condition and using space for greater 
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provement in hospital care and increased nurs- 
ing facilities, but electro-sleep (electro-shock) 
therapy was largely responsible for the shorter 
period. 


When I began this study, I intended to con- 
cern myself with only 200 depressed patients 
prior and subsequent to the introduction of 
electro-sleep (electro-shock) therapy in the 
DePaul Sanitarium, but later I decided to study 
two groups of 100 manic patients, one group who 
received psychotherapy, sedation, and so on, and 
a second group who received electro-sleep 
(electro-shock) therapy in addition to psycho- 
therapy. 
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The impression prevalent with most of us that 
electro-sleep (electro-shock) therapy was not 
nearly so efficacious or helpful when treating the 
excitements as it was when the patients were de- 
pressed. An attempt was made to include in 
the group only the excited patients of the manic 
depressive group. There was no intent to include 
the schizophrenic patient though some may have 
slipped into the group. Much to my surprise 
it was demonstrated that the excited patients 
did almost as well as the depressed patients. 
The average hospital stay in the pre-shock period 
was 126.9 days for 100 manic patients while 200 
depressed patients in the same era remained 
126.6 days. The average stay of 100 manic pa- 
tients who received electro-sleep (electro-shock) 
therapy was 40.5 days while the depressed pa- 
tients had an average hospital treatment of 
38.96 days. The manic, as a group, stayed only 
1% days longer than the depressed patient. The 
average number of treatments for the manic 
patient was 11.55 while the average number for 
the depressed patient was 10.96. Thus, it is ap- 
parently demonstrated that the manic phase of 
manic depressive psychosis responds about as 
well to electro-sleep (electro-shock) therapy as 
patients with depression. In the excited patients, 
treatments were often given every day for 4 or 
5 days while the depressed patients at first 
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properly selected out-patients were restored after 
6 or 8 treatments. 

While I have no statistics, it seemed apparent 
that recurrences were not markedly increased, if 
increased at all, in the group of patients receiving 
electro-sleep (electro-shock) therapy. One of the 
most difficult decisions to make is when electro- 
sleep (electro-shock) therapy should be discon- 
tinued, and then how long the patient should re- 
main in the hospital before he is allowed to go 
home. In a private hospital there will always be 
many errors in determining when to discharge a 
patient. Often the family of the patient make 
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the decision or force the psychiatrist to grant a 
furlough earlier than might be warranted. 

I have tried to show what we can expect from 
electro-sleep (electro-shock) therapy in the de- 
pressions and in the excited phase of manic de- 
pressive psychosis. No consideration has been 
given to the employment of this treatment in 
the schizophrenic group. It is my observation, 
however, that many schizophrenic patients do 
well under the influence of electro-sleep (electro- 
shock) therapy. I usually employ this treatment 
with schizophrenic patients, and then if they do 
not respond well I give them 25 to 30 insulin 
treatments. It is my opinion that insulin treat- 
ment is as good as, or better than, electro-sleep 
(electro-shock) therapy in schizophrenics, but in- 
sulin treatment is time-consuming, expensive, 
and more dangerous even when every safeguard 
can be employed. 


There are many disadvantages to the present 
electro-sleep (electro-shock) therapy. One is that 
we have no suitable name for the therapy, es- 
pecially when we are talking to private patients. 
“Electric convulsive treatment” certainly brings 
about a strong resistance on the part of the 
patient and he is apt to seek some less alarming 
type of treatment. The term “electro-shock 
treatment” is distasteful and frightening to the 
public. In private practice I have used the term 
“electro-sleep therapy” and have found that it 
does not produce as much adverse reaction as 
other terms. Actually, the most satisfactory re- 
action is where the patient sleeps quietly for 
30 to 60 minutes; then, again, if a patient who 
is suffering from marked insomnia takes 3, 4, 
or 5 electro-sleep (electro-shock) treatments, he 
usually sleeps without sedation. 


The second objection to this form of treatment 
is the marked confusion and profound memory 
disturbance that results from it. The research 
that is being carried out will, we hope, bring forth 
a method that will eliminate much of these un- 
pleasant and alarming (to the patient) symp- 
toms. The brief stimulus therapy may help 
accomplish this goal. 


The third objection is that the treatment is 
still too dangerous, especially so far as spinal 
injuries and other bone complications are con- 
cerned. Curare seems to add another element of 
risk, and I am glad when I do not have to use it. 
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While the present forms of electro-sleep (electro- 
shock) therapy are most helpful, it is to be hoped 
that methods which are still more beneficial will 
be forthcoming. 


DISCUSSION (Abstract) 


Dr. Walter J. Otis, New Orleans, La—Dr. Holbrook 
has given us a summary of the results of group therapy 
in New Orleans. I should like to add to what he has 
already said just this, that we have given families, 
friends and patients hope, reduced the hospitalization, 
reduced the financial expense, and have added to the 
home contacts. 


Also, we might say these patients may go out as 
apostles of mental hygiene to enlighten the public, both 
medical and lay as well as the nursing profession, as 
to what is being done by psychiatry. 

One or two things should be considered. We dis- 
charge our patients too soon. Largely, that is due to the 
demands of the family and insistence of the patients in 
leaving the hospital or leaving our care; but I feel we 
should have them under further observation after we 
have completed a series of treatments. 


Follow-up after they leave us is impossible except in 
rare instances. At DePaul we are trying to inaugurate 
a follow-up system. I have written to fifteen different 
rest homes and institutions but nobody has given me 
a concrete plan as to how it should be done. We hear 
from neighbors and other persons oftener than we do 
from the family. 


Dr. John D. Campbell, Atlanta, Ga—I have long 
felt that this treatment works on the autonomic 
nervous system through the hypothalamus; consequently 
Dr. Karnosh’s paper, “Some Observations of the Effect 
on Mood Level after Stellate Ganglionectomy,” im- 
pressed me very much. With patients like ours, he per- 
forms an operation on the cervical sympathetic, which 
he shows us is closely connected with the hypothalamus, 
and obtains very much the same results that we get 
with electroshock therapy. Like some patients after 
electroshock, his patients also develop euphoria after 
the operation. His work emphasizes my belief that 
electroshock operates organically through the hypo- 
thalamus. 


I have just completed a study of 200 patients some- 
what similar to the work Dr. Holbrook has done. 
These were 200 patients in the depressive phase of 
manic-depressive psychosis, carefully chosen. I was par- 
ticularly studying the symptoms of the mild manic- 
depressive. A remarkable and consistent finding in these 
patients was the large number of autonomic disturbances. 
These symptoms, consistent in my 200 patients with 
manic-depressive psychosis, are not mentioned in any 
text or article that I know of as being symptomatic of 
this disease. They are important symptoms, all im- 
plicating one particular part of the brain, and yet no 
notice has been given to them. Two other symptoms, 
insomnia and depressed mood, consistently present in 
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these 200 patients, also suggest some physiological dis- 
turbance in that part of the brain (hypothalamus) 
which controls the autonomic nervous system, sleep and 
the emotions. 


All this brings me back to my question, how does 
electroshock therapy work? It produces a fit, but 
what is a fit? What does it do to the brain to bring 
about the results we get with electroshock therapy? 


I do not think that shock treatment is the final 
answer, but I do feel that it points a way, as Dr. 
Karnosh’s work is doing, for further investigation. 


Dr. William Sargent, Durham, N. C.—I have re- 
cently arrived at Duke University from England and 
there is one question that I should like to ask Dr. 
Holbrook about his findings. Is there any difference 
in the number of fits he finds he has to give to his 
in-patients, as compared to his out-patients, to get a 
satisfactory therapeutic result? 

I am very much concerned with the unnecessary 
memory disturbances that may be inflicted on some 
patients in the course of their treatment. For five years 
I have been conducting an out-patient electroshock 
clinic for the treatment of depressions in London, and 
it is surprising to find out how many patients get well 
with as few as one fit a week for a few weeks, and 
show the minimum of memory upset. When we have the 
same patients in the hospital we tend to increase the 
frequency of fits given and the accompanying memory 
disturbance. Severe depressions, of course, need more 
fits given more intensively than milder cases. They are 
not so easily treated as out-patients. However, I was 
wondering whether Dr. Holbrook’s figures provided us 
with any information on this point. 


Dr. Holbrook (closing) ——I have no explanation of 
how electroshock works. I have had some conception 
that a cellular disturbance resulted from the elec- 
tricity’s passing through the frontal region of the brain, 
bringing about changes that are reversible. The ex- 
planation I have tentatively accepted for myself is that 
it produces changes in the area of the brain where it is 
usually applied, over the frontal region cellular altera- 
tion there that leads to amnesia, during which the 
patient has a chance to get over some of his depressive 
thoughts. The amnesia is beneficial. 


I am sure there is no explanation that everyone will 
agree to; it has not been worked out. I hope we will 
succeed in finding the answer to it. 


The question Dr. Sargant asked is an aspect of the 
problem that we have had the same experience with. For 
ambulatory patients on the outside, three treatments 
a week is usually too much, produces too much con- 
fusion and too much memory disturbance. The pa- 
tient is very unhappy about it and the family is also 
unhappy, thinking that the treatment makes the patient 
worse, and ordinarily it will not do. We have some- 
times given three treatments per week when we were 
pushed for time. We have done this on occasion when 
a patient could give only two weeks, and it was a 
question of either doing that or letting him go home 
and finally wind up in an institution. 
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We ordinarily give two treatments a week. I per- 
sonally give them on Tuesdays and Saturdays. A num- 
ber of patients work in between times. I have had 
patients who took a treatment in the morning and 
returned to the job in the afternoon. I do not approve 
of that, but a number of them hold down their jobs 
while taking treatments, working regularly except on the 
two days that they get treatments. 


We give either six or eight treatments to our out- 
patients. For those in the hospital the average is ten 
but many of them were discharged after having had six, 
though some took twelve or eighteen. 

On the whole, the patients who are admitted to the 
hospital are a good deal worse, are further advanced 
and more depressed, more agitated and their condition 
is more severe than those patients who just walk into 
the hospital for treatment. We do not have them 
change to pajamas but let them take their treatment in 
their street clothes. We let them rest and go home after 
from forty-five minutes to an hour. 

It takes less treatment for the out-patients, I be- 
lieve, than it does for the hospital group. Treatment 
once a week will do; we prefer twice a week. 





A COMPLETE INDUSTRIAL HEALTH 
SERVICE AT AN ATOMIC ENERGY 
LABORATORY* 


By JEAN SPENCER FELTON, M.D. 
Oak Ridge, Tennessee 


War and scientific development, antithetical 
though they are in their sociological implications, 
parallel each other closely, as any observation 
of past international conflicts will reveal. Prior 
to the first World War, industrial medicine was 
practiced with the usual anonymity of any 
specialty during its developmental period. The 
outbreak of the first European fighting saw a 
growth of industrial medicine that had been 
unknown in the centuries passing since the 
classical descriptions of occupational illnesses by 
the early Greeks. After a brief subsidence of 
factory health activities, World War II threw 
the methodologies of within-plant medical care 
into high gear. The developments of the war 
years have remained in the form of utilization 
of the handicapped person, acceptance of the 
pre-placement physical examination coupled with 
selective placement, prevention and early recog- 





*Read in Section on Industrial Medicine and Surgery, Southern 
Medical Association, Forty-First Annual Meeting, Baltimore, 


Maryland, November 24-26, 1947. 
*Medical Director, Oak Ridge National Laboratory. 
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nition of occupational diseases and legislation 
related thereto, and the perfection of case-finding 
technics in the mass survey style. 

The concluding months of the war seared 
our souls with the realization that we were on 
the threshold of what has been termed the 
Atomic Age. Control at the national level, at 
any rate, has been secured with the creation of 
the United States Atomic Energy Commission. 
Fundamental research in nuclear energy, the 
development of nuclear reactors, production of 
radio-isotopes, and the industrialization of 
atomic power have been a few declared goals of 
the Commission at the Oak Ridge National 
Laboratory. The use of the newer energies has 
necessitated an industrial health service more 
extensive, more demanding, and more closely 
coordinated with the individual worker than has 
ever been known before. Thus is seen the coupl- 
ing of two activities, atomic energy and indus- 
trial health. Where the former without the 
latter becomes a hazardous life-taking enter- 
prise, with the institution of industrial health 
methods it becomes a completely safe investiga- 
tive and industrial activity. 

Occupational medicine in a national atomic- 
energy research laboratory becomes a challeng- 
ing specialty, challenging in the personnel dealt 
with, the material encountered, and the inter- 
play of human relations in the group living of 
industry. The Health Department of the Lab- 
oratory has attempted to meet this challenge 
through the development of a complete program 
of constructive medicine within the plant, 
whereby the worker through the understanding 
of better health practices remains on the job 
to become a more solvent person to himself and 
the laboratory. 


THE EXECUTION OF THE PROGRAM 


In the execution of a complete industrial 
health program one approaches the employe 
from three points of view. He is encountered 
first as an applicant for employment requiring 
a pre-placement physical appraisal. Then, dur- 
ing his work period with the organization, he is 
considered as an employe to be maintained in 
maximum health. Finally, in the event that he 
becomes ill or injured on the job, he receives 
medical care, in order to be returned to the job 
promptly and in good health. In any discussion 
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of industrial health procedures, one must under- 
stand what the objectives of such a service 
might be. These have been outlined by Harold 
R. Hennessy as including 


“The protection of health, the improvement of personal 
industrial efficiency and the prolongation of life of 
our workers.” 


All the efforts extended by the Health Depart- 
ment in industry are aimed at rendering the 
employe most economically useful to himself 
and to the employer. 


THE CANDIDATE FOR EMPLOYMENT 


As a candidate for employment, the individual 
uncergoes several steps in what is termed a pre- 
placement physical appraisal. The term “pre- 
placement” is used in contradistinction to pre- 
employment, for the examination is directed to- 
wards a more intelligent placement of the 
individual in industry, rather than a rejection 
for employment because of one limiting dis- 
ability or another. After a complete history 
is received from the patient, a routine physical 
examination is conducted. In addition to this, 
a questionnaire (the Cornell index) is com- 
pleted by the applicant wherein additional in- 
formation is received relative to his medical his- 
tory and some of his reactions to life situations 
(personality appraisal). A careful measurement 
of his visual acuity is taken through use of 
special vision testing equipment, and the hearing 
capacity is recorded by means of an audiogram. 


Certain other procedures carried out by the 
clinical laboratory include a complete blood 
count, urinalysis, and serodiagnostic test. An 
electrocardiogram is made of all individuals age 
40 or over, and if the prospective worker will be 
in contact with specific hazards in his job, 
either his vital capacity is determined or an 
impression, in wax, is made of his finger ridge 
patterns. A chest film is taken routinely of all 
new employes, and if the applicant is to handle 
food either in the cafeteria or in canteens, special 
parasitological and bacteriological studies of 
the feces are completed. 


With the information derived above from the 
physical examination, laboratory procedures and 
personality appraisal, the examining physician 
has an excellent concept of the physical and 
emotional capacities of the person desiring work. 
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To determine whether the future worker is 
capable of handling the job for which he is 
applying, one must match his physical capacities 
against the physical demands of the job. Job 
analyses are available for all positions in the 
plant, and if the examinee fulfills the require- 
ments of the job, from a physical ability point 
of view, he is recommended for the position. The 
classification on completion of the pre-placement 
appraisal is based on four groups, as follows: 


H-1. Physically qualified for any position. 

H-2. Physically qualifed for any position, but has 
minor defects. 

H-3. Physically qualified for special employment only, 
with the following restrictions: (any one or more of 25 
specific job restrictions) .* 

H-4. Physically unqualified for position applied for. 
*1. Must wear truss. 2. Must wear safety spectacles. 
. No back bending. 4. No climbing stairs or ladder. 
No heavy lifting (indicate weight limit below). 
6. No inside work. 7. No outside work. 8. No sudden 
temperature changes. 9. No work around hazardous 
machinery. 10. No work around moving objects. 11. No 
work around toxic materials (specify below). 12. No 
work in cold quarters. 13. No work in high places. 
14. No work in hot quarters. 15. No work in noisy 
quarters. 16. No work in wet quarters. 17. No work 
involving great nervous tension. 18. No work other 
than sedentary. 19. No work with dust exposure. 
20. Not to be in work requiring acute hearing. 21. Not 
to be in work requiring acute vision. 22. Not to be on 
shift work. 23. Not to work alone. 24. Not to work 
with other employes. 25. Details 


un w 


With a careful system of selective placement, 
extremely few applicants are classified “H-4,” 
unqualified for employment. Seldom are candi- 
dates for employment encountered who are 
physically perfect, so the majority will fall into 
the “H-2” and “H-3” classifications, yet they 
will be perfectly capable of carrying on the 
required function of the position. With this 
system of placement, as spearheaded originally 
by Bert Hanman, the square peg of the em- 
ploye is fitted to the square hole of the job, 
and a minimum of worker-work mismatching 
will result and thus, worker failure is obviated. 

Prior to the actual placement on the job, 
additional steps are accomplished such as the 
giving of certain immunizing injections, spe- 
cifically vaccination against smallpox and ty- 
phoid fever, and if the job assignment demands 
the use of occupational eyewear, either protec- 
tive goggles or special spectacles are issued to 
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the worker. These consist of heat-treated lenses 
of either plain glass or lenses carrying his reg- 
ular prescription. In this manner the eyes are 
given both protection and visual correction. 


THE EMPLOYE AND HEALTH MAINTENANCE 


The applicant has now become a regular 
employe on the laboratory roll, and it is then 
the function of the health department to main- 
tain him in health so that he will be capable 
of carrying on his job with a minimum of ab- 
senteeism, industrially incurred injuries, and 
personality maladjustments. During the course 
of his employment, several of the procedures of 
the pre-placement processing are repeated. A 
physical examination is done annually or, in 
the event that specific limitations such as healed 
pulmonary lesions, hypertension, or diabetes, 
are known, the frequency of the repeat examina- 
tion is increased for a specific re-checking of the 
affected part or the condition. Following a 
period of illness-absence, irrespective of duration, 
the employe returning to work must clear 
through the health department for determination 
of physical fitness. If he is not physically fit to 
return to work because of insufficient con- 
valescence, he is sent home. This likewise pre- 
vents the spread of infection to fellow workers. 

Certain employes who are in contact with 
specific health hazards on the job are examined 
periodically, having either the vital capacity 
determination repeated, or the routine blood and 
urine procedures are repeated to determine the 
effects, if any, of continuing contact with these 
hazards. As an example, lead burners have blood 
samples taken quarterly and urine samples 
monthly for determination of lead levels. Cer- 
tain employes working with radium report 
monthly for determination of the radon content 
of breath samples. 


A very large portion of the preventive medi- 
cine program in industry consists of health pro- 
motion wherein efforts are made to motivate a 
different health behavior in the worker. Pre- 


conceived ideas of self-medication, traditional 
beliefs in folklore remedies, and erroneous ideas 
relative to disease acquisition must be removed 
by a constant energetic program in health educa- 
tion. Such a program is executed in varying 
ways, consisting essentially of time-proved media 
of advertising. Each month a specific theme 
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is selected that is seasonal in content. For ex- 
ample, during the summer, insect bites, sun- 
burn, and the use of salt tablets were stressed 
in monthly health campaigns. In winter, the 
various media have explained preventive meas- 
ures against colds, pneumonia, or lowered red 
blood cell and hemoglobin levels. The one media 
that appears with the greatest frequency is a 
weekly health bulletin which is distributed to 
all employes as they leave the plant each Friday 
afternoon. This is a mimeographed publication, 
faced with an illustration of high eye appeal. 
Each month posters appear throughout the 
plant, and comparable posters carrying the same 
theme, are placed in all buses carrying the em- 
ployes from Oak Ridge proper to the plant site. 
Three dimensional exhibits make their appear- 
ance monthly, further carrying out the theme 
selected; located in strategic spots in the plant 
area are illuminated signs on which a continuous 
film belt carries health messages. Each week an 
orientation talk is given to new employes proc- 
essed during the previous seven days wherein 
they are acquainted with the services available 
in the health department. At this time, the 
meaning of the several pre-placement physical 
examination procedures is explained. A rack 
containing the best of commercially available 
pamphlets is placed in the dispensary so that 
accurate health information is available to all 
employes desiring it in the pamphlet form. 
The American Medical Association publication 
Hygeia is available in racks in the reception 
section and corridors of the dispensary for 
“reading pleasure while waiting.” The medical 
director meets quite frequently with manage- 
ment, either in the form of supervisor meetings, 
conferences with foremen or the personnel of 
entire divisions, so that current problems in 
plant health can be discussed and some of the 
newer efforts of the health department elabor- 
ated upon for the clarification of all employes. 


The health department is responsible for the 
maintenance of high standards in plant sanita- 
tion and frequent inspection of change rooms, 
wash rooms, lunch rooms, the cafeteria, and 
the canteens are made. Industrial hygiene, per- 
haps one of the oldest functions of a health 
service in industry, is seen at the Oak Ridge Na- 
tional Laboratory in the form of frequent 
checks of new occupational health hazards. Air 
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samplings are taken at intervals at the work 
site where the employe is in contact with hazard- 
ous materials. These include lead, solvents, 
carbon monoxide, beryllium, cadmium, and 
nuisance dusts, among others. Following the 
determination of the concentration of these 
hazardous materials in the air, local exhaust 
ventilation systems are designed and built in 
order to reduce the air content to safe working 
levels. Pre-existing systems are checked, and 
every new product introduced into operations is 
investigated for toxicity. Specific exhaust sys- 
tems are designed to fit the immediate problem 
so that toxic fumes, mists, vapors and gases can 
be exhausted to the outside, preventing inhala- 
tion by the worker. As will be shown later, 
radiation hazards are controlled by the health- 
physics department from a protective and ° 
monitoring point of view and the health depart- 
ment follows an employe after over-exposure 
for the detection of clinical evidence of radia- 
tion damage. 


Medical rehabilitation is a phase of the in- 
dustrial health service provocative perhaps of 
the greatest and most satisfying results. There 
are in the laboratory, as in any plant, certain 
employes with physical disabilities, who are 
maintained at certain job levels because of these 
disabilities. Through close cooperation with the 
Office of Vocational Rehabilitation in Knoxville 
these workers can receive medical, surgical or 
psychiatric care, and thus by being freed of re- 
stricting impairments, become eligible for jobs 
at a higher level. It has been gratifying indeed 
to see employes rise in the ranks who previously 
were frozen in job level because of disabling 
physical conditions. This same rehabilitation 
program has been of benefit to applicants for 
employment rejected because of physical de- 
fects. As an example, a candidate for a job 
involving contact with radioactive materials 
presented an old, draining osteomyelitis of the 
forearm. In view of this break in continuity of 
the skin, he could not be allowed to work with 
active substances. Through the Office of Voca- 
tional Rehabilitation he was cared for by a 
competent orthopedist, the chronic infection re- 
moved, and within a very few weeks, he was 
able to be employed, physically capable of work- 
ing with the materials which previously had been 
proscribed. 
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THE ILL OR INJURED EMPLOYE 


At some time during the worker’s period of 
service he may become ill on the job, or may 
become injured and present emergency symp- 
toms requiring medical care. The health de- 
partment is equipped to render emergency care 
and this may consist of one, two or three visits 
for distressing states requiring treatment, treat- 
ment that will allow the worker to finish out the 
shift. Medical attention for chronic illnesses, in 
the form of long protracted observant care is not 
possible or desired in industry, for this comes 
within the domain of the private practitioner. 
The latter, incidentally, benefits greatly by 
this industrial preventive medicine program for 
it is he who receives on referral the workers 
needing attention for conditions discovered dur- 
ing repeat examinations. 


The health department renders surgical care 
for industrially incurred injuries, in keeping with 
workmen’s compensation laws. Because of the 
unique nature of Oak Ridge and the relative iso- 
lation of the laboratory, close liaison must be 
maintained between community agencies and the 
employe needing the service of these agencies. 
The health department has knowledge of the 
work of the family service bureau, the local 
chapter of the American Red Cross, the Office of 
Vocational Rehabilitation, the Oak Ridge Tuber- 
culosis Association, and the general practitioners, 
specialists, and hospitals of Oak Ridge and the 
surrounding towns. The department can direct 
the employe intelligently to the agency pro- 
viding services of the type that he needs. Be- 
cause of the average worker’s inarticulateness in 
manifesting his difficulties as they may relate 
to the solution of the problem, an accurate 
knowledge of agency functions is needed in aid- 
ing the worker during these troubled times. 


Within recent years it has been discovered 
that the most important problems presented to 
the health department by the worker are emo- 
tional in origin and take their form in job 
maladjustments, organic symptoms of psychoso- 
matic disease, or other evidences of neurotic 
illness. Employe counseling is carried on by the 
department in an effort to resolve some of the 
difficulties presented. These emotionally charged 
States ordinarily have originated during the 
worker’s formative years but errors in rearing 
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show themselves during the stresses of employ- 
ment. Through several psychometric tests and 
continued interviews by a psychologist, those 
problems are brought to the surface, discussed, 
and the worker assisted in guiding himself to- 
ward a solution. Following counseling with the 
individual, conferences will be held with the 
supervisor, in the event that readjustment of 
the job situation may be indicated for complete 
employe security. 


THE HEALTH-PHYSICS DEPARTMENT 


The activities of the health-physics depart- 
ment will be mentioned briefly, in order to 
familiarize the reader with the protective de- 
vices and methods employed in obviating acute 
damage or possible delayed effects from ex- 
posure to radiation. Each individual contacting 
radioactive sources in the course of his regular 
work, or who is employed in an area where these 
materials are present, is equipped with a badge 
meter that contains special dental film that will 
record the exposure to certain rays or particles. 
Two pocket meters, small air ionization chambers 
that look very much like a pair of fountain pens, 
likewise are issued to such workers. Periodically 
the film is developed and the exposure de- 
termined, and the amount of such exposure is 
recorded. Full investigation of all high readings 
is then made by the health-physics department, 
supervision, and the health department. Special 
protective clothing is issued to workers in the 
laboratory and a laundry is provided that will 
not only wash the clothes but decontaminate 
them following their contact with certain ma- 
terials. Hand counters are placed strategically 
about the laboratory site so that the amount of 
contamination acquired by the worker’s hands 
can be measured. The prime method of avoiding 
contact with specific hazards, of course, is the 
maintenance of appropriate shielding materials 
between the radioactive source and the worker. 
The shield may be several feet of concrete, sev- 
eral inches of lead, or a certain distance of air. 
Through these necessities has developed the 
“gadgeteering” of remote control chemistry 
whereby chemical processes may be carried on 
accurately through use of special instruments 
and equipment that will allow the scientist to 
operate his laboratory set-up at a safe distance. 


Certain miscellaneous activities remain that 








454 


are assigned to the health department as neces- 
sary functions. One of these is the conducting 
of a termination physical examination on each 
individual who leaves the laboratory. Certain 
employment regulations relative to pregnancy 
among female employes must be complied with, 
and it must be ascertained that no pregnant 
employe is exposed to occupational hazards of 
any type whatsoever. Approval for the splitting 
of a two weeks’ vacation into two periods must 
be granted by the health department prior to 
such action, for it is advocated at all times 
that workers in hazardous areas must remove 
themselves from the laboratory for the maximum 
allowable period. 


THE GOALS 


Such a health program as outlined above must, 
of necessity, require constant attention on the 
part of the health department staff for comple- 
tion of its many preventive phases. All activities 
are aimed at a specific goal of keeping the 
worker in the best possible health. It is the 
feeling of the medical staff that when maximum 
physical and mental health is obtained, the 
worker then will acquire a security that before 
was unknown to him. With this feeling of well- 
being, he develops a job security, a security in 
his family relationship through the resolution of 
emotional problems, security in his home, and 
security in the community, in that he is capable 
of rendering a service to that community. Of 
greatest importance, however, is the fact that he 
is secure within himself and he then becomes a 
worker who is given the recognition and the 
prestige that are his due. An employe who is on 
the job daily, accomplishing his assigned task 
through his occupational skills, develops a pride 
in his job that makes him a happy worker in 
the true sense. That, primarily, is the goal of 
health in industry. 

Returning to our basic theme that war has 
brought about developments of benefit to man- 
kind, in spite of its destructive powers, one can 
see that the impetus given industrial health by 
the recent conflict has been provocative of con- 
tinuing success in the health maintenance of the 
worker on the job. Although atomic energy has 
seen control at a national level, we have yet to 
realize such control at the world level. Per- 


haps, through a solution of individual problems, 
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a race of men may result that will produce the 
“one world” to which we all aspire. 


SUMMARY 


(1) The scientific developments of the recent 
war have been paralleled by a comparable 
growth in the utilization and scope of health 
services in industry. 

(2) The use of the newer energies in in- 
dustry has been challenging to medicine in that 
extensive protective procedures have been de- 
vised to make otherwise dangerous undertakings 
safe investigative and industrial activity. 

(3) The services of the health department of 
an atomic energy laboratory are described as 
they relate to the applicant for employment, 
the worker as an individual to be maintained 
in maximum health, and the ill or injured 
employe for whom medical care is required. 

(4) The procedures comprising the pre-place- 
ment physical appraisal are outlined, and the 
method of personnel classification shown, as it 
is based on a combination of physical findings, 
laboratory findings, and personality appraisal. 

(5) The features of an intensive health main- 
tenance program are seen to include periodic 
examinations of several types, industrial hygiene 
laboratory determinations, health education pro- 
grams, orientation talks, sanitary surveys, occu- 
pational hazard surveys, design and installation 
of local exhaust ventilation systems, and medical 
rehabilitation procedures. 

(6) In the event of employe illness or injury, 
emergency medical care is rendered and the 
liaison functions of the industrial health services 
attendant upon this care are delineated. 

(7) The activities of the health-physics de- 
partment are discussed briefly as they relate to 
employ monitoring and protection. 

(8) The goal of a complete within-plant pre- 
ventive medicine program is shown to be worker 
security; for with resolution of health or emo- 
tional problems, the employe becomes an asset 
to himself, the laboratory, his family, and the 
community. 

(9) By effecting a greater stabilization and 
adjustment of the individual to the group living 
of industry, the health service can contribute, at 
its level, toward the eventual goal of “one 
world” to which all aspire. 














Vol. 41 No. 5 


DISCUSSION (Abstract) 


Dr. W. L. Weaver, Richmond, Va—This is the most 
comprehensive industrial health program I have ever 
heard of or dreamed of. 


I should like to ask Dr. Felton whether he has ever 
correlated the actual performance of his workers with 
the various tests that he has run for emotional dis- 
turbances. 

I should also like to ask Dr. Felton what is the 
average number of days lost per employe in his location 
because of illness. 


Dr. Felton—We have just completed a study cover- 
ing that point. We have taken 300 employes with job 
restrictions and, as control, have used 300 so-called 
physically perfect workers. The supervisors have been 
interviewed and the employes were checked as to the 
quantity of work, quality of work, adaptability, punc- 
tuality, job knowledge, and so on, to include ten dif- 
ferent scoring factors. Also, we correlated the findings 
of the Cornell index, the personality appraisal, and found 
that not only was the job performance score identical 
for the 300 physically handicapped and the controls, 
but also, the score on the Cornell index was almost 
exactly the same. 


It should be stressed that just because one gets a 
high score on the Cornell index, it is not inferred that 
one will have a problem worker immediately, but it is 
felt that one can anticipate some trouble in the form 
of job maladjustment in the future. Our feeling is that 
total scores of these appraisal forms should not be con- 
sidered too strongly. For example, we had an individual 
who submitted a completed questionnaire, everything 
answered perfectly except the one question, “Have you 
ever been in a mental institution?” and he answered, 
“yes.” Here you can see the error of literal interpretation 
of total scores. At the present time we are studying 
3,500 completed Cornell index forms but, as yet, the 
problem has not been completed. 


As to the second question relative to the number of 
days lost, we cannot answer the question with accuracy 
as our sick leave policy is a very liberal one. If the 
worker has been employed for six months, he is entitled 
to sixteen days off with pay and this increases in pro- 
portion to length of service. We have the opportunity 
of checking the weekly employes on their return to 
work after illness but we do not always see the em- 
ployes on the monthly payroll. Therefore, quoting these 
figures would not give a true, representative picture of 
the plant. I think we can say, though, that any lowering 
of sickness-absenteeism results probably from a con- 
tinuous preventive medicine program. 

As you can understand, prolonged medical care is not 
the job of the industrial health service. Any condition 
requiring more than just a very few visits comes in the 
realm of the private physician. 


Dr. J. J. Brandabur, Huntington, W. Va—May I ask 
you, Dr. Felton, what cooperation you get from the 
private physician? How do you follow these cases to 
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see that they go to the private physician? 
refer a worker to any particular physician? 

Dr. Felton (closing) —We ordinarily follow our em- 
ployes this way. If a worker has a physician who has 
cared for him before, we make an appointment with him 
and after the employe has visited the physician, we 
contact him again to find out what the results of the 
examination or treatment may be. Very frequently we 
get a telephone call or written report returned to us. 
In the event the individual is new to Oak Ridge, we 
suggest two or three names and let the worker take his 
choice. Because of the size of Oak Ridge, frequently no 
specialist of a particular field will be available, so the 
employe will be referred to a specialist in Knoxville. In 
the case of psychiatric care they must be referred to 
Vanderbilt University, 200 miles away, as there are no 
psychiatrists in Oak Ridge at the present time. 

The cooperation with the private physician has been 


excellent and that, at no time, has been a problem with 
our health department. 


Do you 





THE IMPORTANCE OF PHYSICAL 
MEDICINE REHABILITATION AS 
DEMONSTRATED BY THE EX- 
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With the expansion of physical medicine in 
the South, the physicians of this area are evinc- 
ing increasing interest in the physical medicine 
rehabilitation program of the Veterans Admin- 
istration. Therefore, we wish to discuss this sub- 
ject in general terms and point out where the 
Veterans Administration’s experiences have 
shown an acute need for physical medicine in 
the Southland. 

We will briefly give you a picture of the or- 
ganization of the Physical Medicine Rehabili- 
tation Service in the Veterans Administra- 
tion.234 General Bradley, upon assuming his 
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duties as Administrator of Veterans Affairs, 
realized that in order to meet adequately the 
medical needs of veterans, physical medicine re- 
habilitation must be stressed and existing treat- 
ment facilities greatly expanded in scope. He 
was very definite in his desire that a complete 
medical rehabilitation program be inaugurated 
in each Veterans Administration hospital so that 
every sick, injured and disabled veteran could 
be rehabilitated for purposeful living and a nor- 
mal life compatible with his disabilities and 
abilities. As a result, the Physical Medicine Re- 
habilitation Service was established.29!° Dr. 
Paul R. Hawley, Chief Medical Director, ap- 
pointed Dr. Donald A. Covalt to the position 
of assistant medical director for medical re- 
habilitation to direct this service. Dr. Covalt 
left the Veterans Administration this month to 
join Dr. Howard Rusk on the faculty of the 
New York University School of Medicine, and 
to assume charge of a civilian rehabilitation in- 
stitute in New York City. 


The world is familiar with the remarkable ad- 
vancements made in Veterans Administration 
medical care since the establishment of the De- 
partment of Medicine and Surgery in January, 
1946. Truly, it has made ‘possible a medical 
service second to none for our veterans. As a 
part of this medical service, physical medicine 
rehabilitation provides a treatment program to 
effect the broader aspects of total rehabilitation, 
geared for treating the whole man from the bed 
to the job, and for preparing the veteran to live 
normally in his community. Physical medicine 
includes the following components: (1) physical 
therapy; (2) occupational therapy; (3) correc- 
tive therapy; (4) manual arts therapy; (5) edu- 
cational therapy. Other activities include au- 
diology and speech correction, blind rehabilita- 
tion, and tuberculosis rehabilitation. 

All rehabilitation therapies under this service 
are medically prescribed for the individual as 
part of a therapeutic regime emphasizing that 
(1) the whole man must be treated, not merely 
his disability; (2) all rehabilitation procedures 
must be commenced early; (3) each step in the 
program for the individual patient must be pro- 
gressive; and (4) all phases of the patient’s 
schedule must be integrated in such a manner 
as to be purposeful. 
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Physical medicine as practiced in Veterans 
Administration hospitals utilizes all the modern 
scientific technics and broader concepts of 
this specialty, as outlined by the Council on 
Physical Medicine of the American Medical 
Association, and conforms with the principles 
formulated by the Baruch Committee on Phy- 
sical Medicine. Physical therapy is adminis- 
tered by therapists qualified in accordance with 
the standards of the American Medical Associa- 
tion. Occupational therapy is likewise modern- 
ized to fit into the total design of rehabilitation. 
Corrective therapy provides a program of recon- 
ditioning exercises to prevent deconditioning 
and muscle atrophy, and to assist in the restora- 
tion of function. The manual arts therapy pro- 
gram uses projects of an industrial, agricultural 
or prevocational nature therapeutically. Edu- 
cational therapy furnishes approved educational 
courses as mental and motivational therapy. All 
therapies are directed toward functional activi- 
ties to restore usefulness. 


Our Veterans Administration consultants in 
physical medicine, all nationally known physi- 
atrists, have served in an advisory and guiding 
capacity in the development of this service. On 
the basis of their recommendations, training pro- 
grams have been established, and residencies 
in this specialty exist today in many of our hos- 
pitals. In addition, several research projects are 
under way. 


Medical rehabilitation boards in our hospi- 
tals should be described for a moment. Such 
a board is a definite factor in shortening the 
time of hospitalization for each veteran consid- 
ered by that board during his stay in the hos- 
pital. It exemplifies the mission of teamwork 
in the recovery of the whole man. The physi- 
atrist serves as captain of the team of special- 
ists composing the board. This team of hospital 
staff members carefully considers every tangi- 
ble aspect of the veteran’s illness in connection 
with personality, his home environment, and the 
civilian occupation in which he was previously 
engaged, all directed toward the achievement 
of the most suitable vocation for him upon his 
discharge from the hospital. Because each board 
member contributes to the veteran’s considera- 
tion according to his particular specialty, the 
possibility of error in guidance is reduced. This 
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avoids repetition and loss of time in converting 
to new objectives. Thus, the veteran-patient is 
equipped upon discharge to return to his com- 
munity ready to make the maximum adjustment 
physically, mentally, socially and vocationally. 
We wish to be sure that disabled veterans will 
be able to compete successfully with non-dis- 
abled workers, and that their disabilities will not 
affect the quality of their work, or hinder their 
opportunities for advancement. Physical medi- 
cine rehabilitation not only speeds the recovery 
of these patients, thus shortening hospitaliza- 
tion, but also reduces the number of readmis- 
sions for further treatment. The accomplish- 
ments of this service have served to waken an 
interest in the rehabilitation of the seriously ill 
and severely disabled, both on the part of the 
general public and the medical profession. 


The interest on the part of the medical pro- 
fession in the need for physical medicine is 
abundantly shown in a survey of Veterans Ad- 
ministration hospitals in Branch Area No. 4. 
(This area comprises the States of Maryland, 
Virginia, West Virginia and North Carolina.) 
The survey revealed that in the general medical 
and surgical hospitals, 29 per cent of the pa- 
tients received physical therapy in the forms of 
hydrotherapy, dry heat, light or massage; 32 
per cent of the patients received corrective ex- 
ercise therapy; and 17 per cent received occu- 
pational therapy. It is reasonable to assume 
that because of the particular population from 
which we draw patients, and because of the war 
injuries which we treat, our needs for physical 
medicine will be high. When these percentages 
are discussed with physiatrists having well de- 
veloped departments of physical medicine in 
civilian hospitals, it is interesting to note that 
their patient-load has increased and is still in- 
creasing; and that as the hospital patient cen- 
sus of injuries and chronic diseases rises, the 
need for physical medicine mounts in direct 
proportion. As this increasing need for physi- 
cal medicine is becoming apparent in treating 
the civilian as well as the veteran population, 
this aspect deserves consideration. 

The Baruch Committee on Physical Medicine,! 
after a careful survey, estimated that there were 
23 million persons in the United States who were 
handicapped because of disease, injury, malad- 
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justment, or from former wars. This estimate 
seems astronomical at first glance, but when we 
realize that the two outstanding factors are in- 
creasing age in the population and a rising 
accident rate, the estimate appears reasonable, 
if not conservative. 


The increasing age level of our population 
has been a matter of great interest to medicine 
in recent years. Metropolitan Life Insurance 
Company® statistics reveal that the median 
age (that age which divides the population into 
two equal groups, one-half being younger and 
one-half older, than the median) is steadily in- 
creasing in the United States. I quote: 


“At the beginning of the 19th century the median 
age in this country was about 16 years Three-quarters 
of a century later it had reached 21 years. By the turn 
of the century the figure had advanced to virtually 
23 years, and by 1940 to 29 years. Thus the median 
age of the population in the United States has increased 
as much in the four decades after 1900 as it had in 
the eight preceding decades. In 1900 there was not a 
single state in which the median age was as high as 
30 years; in 1940 there were 18 states in this category. 
The proportion of people 65 years of age and older 
has jumped from 4.1 to 6.8 per cent between 1900 and 
1940, and will very likely exceed 13 per cent before the 
end of the present century.” 


Thus this becomes an important factor in our 
medical thinking and planning. This trend will 
continue for many decades. More and more, 
activities must be concentrated on the diseases 
and conditions which affect the older ages. It 
has been estimated that 70 per cent of persons 
permanently disabled are at ages 45 or higher. 
We as doctors must meet the challenge which 
thus confronts us. By utilization of rehabilita- 
tion methods we will not only add years to the 
expectation of life, but also increase the pro- 
ductive capacity of the country. 

The significant success achieved in reducing 
the death rate in childhood has had a tendency 
to distract attention from the large decline in 
mortality of the older age group. There has 
been a marked reduction in mortality among 
older people in our population. The outlook is 
that death will be postponed, and we will have 
more work in the field of geriatrics. 


Another aspect for consideration is the lon- 
gevity of the wage-earner. The wage-earners 


are the backbone of our Nation and of our medi- 
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cal practice. 
statistics,® 


According to Metropolitan Life 


“The expectation of life at birth among American 
wage-earners and their families established a new his- 
toric record last year when it passed the 65-year mark. 
This average length of life in our industrial popula- 
tion has increased by five years in the decade since 
1936, and by more than ten years in the two decades 
since 1926. The improvement in prevention of acci- 
dent and disease and of treatment has added practically 
19 years to the average length of life of this impor- 
tant segment of our population.” 


I will mention briefly the disease, poliomyeli- 
tis, which remains unusually prevalent from 
year to year. 


However, the trend’ of mortality from this 
disease has been downward over the past 35 
years. Although the interval between wide- 
spread outbreaks does vary, it is interesting to 
note that a four-year interval of low incidence 
preceded two of the severest epidemics on rec- 
ord, namely, those of 1916 and 1931, and also 
the most recent one, that of 1944 (Metropolitan 
Life Statistical Bulletin). Throughout the years 
physicians have increased their ability to diag- 
nose the disease and there have been many im- 
provements in the method of treatment, thus 
saving more lives to be rehabilitated if they are 
to be again useful to society. The Metropolitan 
Life Insurance Company’ says: 

“The four years from 1943 through 1946 constitute 
the longest period of sustained high incidence of this 
disease in the history of the country. In 1946 alone, 
there were more than 25,000 cases, a figure which was 
exceeded only once before—in 1916—when more than 
27,000 cases were reported. As might be expected, 
with earlier diagnosis and better treatment, the recent 
increase in cases has brought with it a steady rise 
in the number of children and young people with 
crippling impairments resulting from the disease. This 
disease, poliomyelitis, is the greatest single cause of 
crippling in childhood, and is responsible for almost one- 
fifth of all orthopedic handicaps at ages under 21. It is 
estimated that the number of children and young peo- 
ple in the United States crippled by poliomyelitis has 
increased about 10 per cent in the past two years and 
almost 45 per cent in the past seven years. As of 
January 1, 1947, it is estimated that there were nearly 
74,000 persons under 21 who were crippled to some de- 
gree by this disease.” 

What is the economic loss to our country of 
the inability of disabled individuals to work? 
Personal injuries and disease resulting in per- 
manent impairments take a very heavy toll an- 
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nually, not only in human suffering, but also in 
loss of productive capacity. Each year about 
one-third of a million persons in the United 
States become permanently impaired, either par- 
tially or totally, through accidental injury alone. 


Dr. Howard A. Rusk!5!° has recently com- 
piled the following figures: 


(1) One person out of every twenty is disabled by 
sickness or accident in any twenty-four hour period. 


(2) Twenty-five million suffer from chronic ailments, 
many of which are disabling, with 50 per cent of the 
sufferers under 45 years of age. 


(3) One million deaths occur yearly from chronic 
diseases. 

(4) Ten million days of disability each year result 
from chronic disease. 

(5) Those suffering disabilities from accidents num- 
ber over 10,000,000; from mental diseases, 8,000,000; 
and from diseases of the heart and arteries, 6,850,000. 

Dr. Rusk says that a few of the economic 
problems connected with these figures are: 

(1) About 97,000,000 people in the United States 
need financial help to meet the cost of serious illness. 
This averages two persons out of three. 


(2) The estimated annual cost of sickness and acci- 
dents in loss of earnings due to sickness and prema- 
ture death is $8,000,000,000. 


(3) The total hidden costs of sickness and disability, 
wage loss to workers and costs to industry totaled more 
than $15,000,000,000 in 1943. 

The large majority of the chronically ill and 
disabled in your communities will continue to 
remain in their own homes under your care or 
whatever care the community may offer. This 
care must, therefore, for our Nation’s sake and 
for humanity’s sake, include modern rehabilita- 
tion procedures so that patients can carry on all 
the productive activities possible within the lim- 
its of their abilities. 


It has been proven that rehabilitation pays 
off economically! In our Veterans Administra- 
tion hospitals we have shown that medical re- 
habilitation is economically sound and has ac- 
tually saved the Government thousands of dol- 
lars. Just as shock and hemorrhage, important 


factors in the high mortality from severe wounds, 
are now successfully combated by use of 
plasma for transfusions: so new rehabilitative 
technics have acquired success which will be of 
enduring benefit if we but apply them. These 
advances in physical medicine rehabilitation, 
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stimulated in many instances by military ne- 
cessity, will constitute one of the important 
gains from the recent war. The advances made 
in the past few years of maximum employment 
in the placement of physically and mentally han- 
dicapped individuals in productive jobs must be 
consolidated; they must not be lost or even re- 
duced. The expenditure of a few dollars on re- 
training and rehabilitation of the sick and dis- 
abled pays high dividends. 


The experience of the Veterans Administration 
out-patient service, particularly at regional of- 
fices, has demonstrated an acute need for the 
practice of physical medicine in the smaller 
communities and the use of physical medicine 
procedures by general practitioners and other 
physicians. 

With the development of physical medicine, 
as with any other specialty, there has come a 
simplification and better understanding of cer- 
tain procedures along with the development of 
new and highly technical procedures. The simple 
procedures are ready to be used by any general 
practitioner devoting a reasonable amount of 
time to studying and understanding them. The 
highly technical procedures must, of course, be 
administered by a physician having a thorough 
knowledge of the physical means at his disposal 
and the therapeutic indications for their usage. 

Dr. George M. Piersol,!* branch consultant 
to the Veterans Administration in physical medi- 
cine, has stressed the vital importance of this 
specialty and the need for better cooperation be- 
tween physiatrists and general practitioners. He 
says: 

“Most physicians have failed to take much interest 
in this branch of medicine, owing to lack of informa- 
tion on the subject. Too many practitioners think of 
physical medicine as consisting of little besides heat 
and massage and do not have a clear concept of what 
can be done or what needs to be done when they refer 
a patient to the physical therapist.” 

He points out that in a survey made at the 
department of physical medicine of the Hospital 
of the University of Pennsylvania over a 12- 
month period it was shown that 57 per cent of 
the conditions most often treated were chronic 
arthritis, neuromuscular pains of undiagnosed 
origin, strains and fractures. Disabilities due 
to trauma were high among the male patients. 
Again he says: 
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“There were 111 separate diagnoses submitted with 
1,239 patients, counting all types of arthritis, fractures, 
back pain and strains as a single unit. Simple forms of 
treatment readily available to the general practitioner 
and requiring a minimum of elaborate apparatus, such 
as exercise, massage and heat, represented 71.7 per cent 
of all the treatments given.” 

Today many of our schools of medicine have 
a department with a well qualified physiatrist in 
charge. Other less fortunate schools are look- 
ing about for a man to establish such a unit. 

I must emphasize that it is widely believed 
that effective physical medicine procedures re- 
quire the use of complicated and expensive ap- 
paratus, but this is incorrect. This error ex- 
ists because of the omission in the past of this 
specialty from the curricula, or lack of emphasis 
in teaching physical medicine in our medical 
schools. Many procedures in physical medicine 
are comparatively simple, requiring no elaborate 
equipment, and are readily adaptable for use 
both in the office and in the home. 


Dr. Frank Krusen!! !? 13 has repeatedly em- 
phasized this phase of treatment and the Mayo 
Clinic gives instructions for home care to their 
patients. Much equipment can be made with 
a little ingenuity, patience and imagination. 
However, as Piersol points out, the successful 
use of these methods depends on the physician’s 
doing his part, such as: (1) making the correct 
diagnosis; (2) having accurate anatomic knowl- 
edge of the part involved; (3) being familiar 
with the technics offered by physical medicine; 
(4) having a thorough understanding of the 
physiologic reactions which these procedures 
bring about in the body as a whole as well as 
locally, and (5) possessing technical skill and 
manual dexterity essential to proper administra- 
tion of the indicated treatments or teaching of 
these to the patient. 


In conclusion, the experience of the Veterans 
Administration has shown that physical medi- 
cine is an integral part of the necessary treat- 
ment that should be provided by modern medi- 
cal practice. The demand for this service is in- 
creasing. We have proven in the Veterans Ad- 
ministration that where an adequate and com- 
plete physical medicine rehabilitation service is 
provided, four important accomplishments re- 
sult: (1) the patient’s days of hospitalization 
are reduced; (2) residuals of injury or sick- 
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ness are lowered; (3) the patient is assisted to 
a more satisfactory social and economic adjust- 
ment compatible with his disabilities; (4) read- 
missions are reduced. 
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_ PSEUDOMONAS (PYOCYANEUS) INFEC- 
TION OF THE GASTRO-INTESTINAL 
TRACT IN INFANTS AND 
CHILDREN* 


By ALEXANDER J. SCHAFFER, M.D. 
and 
Etta H. OpPpENHEIMER, M.D. 
Baltimore, Maryland 


The discovery during the past several years 
of Pseudomonas aeruginosa (B. pyocyaneus) in 
the stools, spinal fluid, or blood of a number of 
babies with unusual clinical histories and re- 
markable pathologic lesions stimulated us to 
redirect our attention to this organism. In spite 
of the fact that it was isolated as long ago as 
1882, by Gessard,! its pathogenicity for ani- 
mals demonstrated in 1889, by Charrin,? and for 
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humans by numerous observers in the years im- 
mediately thereafter, clinicians too often fall 
into the error of considering B. pyocaneus a 
secondary invader, of no great importance. To 
be sure it may be just that, but from time to 
time, and especially in infancy and childhood, 
it may play the leading role in illnesses which 
often lead to death. Some of these deaths may 
now be preventable. 


In this preliminary presentation we shall make 
no attempt to review the literature completely. 
That was done as recently as in March of this 
year, by Stanley. Epstein and Grossman‘ col- 
lected the pediatric literature to the time of their 
publication in 1933. We hope to bring that sur- 
vey up to date in a later communication. 


Pseudomonas aeruginosa may invade the body 
via the skin, the middle ear, the genito-urinary, 
respiratory, or gastro-intestinal tracts. It may 
remain confined to its original locale, or it may 
spread elsewhere by way of the blood stream. 
Today we shall limit our discussion to those 
instances in which infection manifested itself 
primarily in the gastro-intestinal tract. 


The case reports of eight infants follow. In 
seven of them the brief clinical history is fol- 
lowed by. a summary of the pathologic lesions 
found. The eighth child survived, but there is 
so much of clinical and therapeutic interest in 
his story that his inclusion in the series seemed 
mandatory. 


We do not mean to imply by this selection 
that all, or even almost all, babies from whom 
can be cultured Pseudomonas aeruginosa must 
be severely ill. We wish only to re-emphasize 
that it can be the cause of serious and fatal 
illness and to call attention to its pathological 
characteristics and to some of its clinical varie- 
ties. 


Case 1.—Baby T., a colored male, was born on Octo- 
ber 13, 1946, at the Provident Hospital of Baltimore. 
He was a premature, weighing 5 pounds, 3% ounces 
at birth. Feedings were taken poorly. On October 
20 he developed thrush, on October 29 diarrhea with 
many fluid green stools. On admission to the Harriet 
Lane Home on October 30 he weighed 3 pounds 8 
ounces. Aside from dehydration and obvious weight 
loss nothing was found. 


Blood: Hemoglobin was 22 grams, white count 6,650, 
polymorphonuclears 38 per cent, lymphocytes 54 per cent, 
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and monocytes 8 per cent. The stool culture was loaded 
with Ps. aeruginosa. 

In the hospital diarrhea persisted. There was no 
fever until the day of death, when it rose to 38°. On 
November 6 he became severely distended and died. 


The anatomical diagnosis was acute necrotizing in- 
fection of the ileum, appendix and rectum; perforation 
of the appendix; necrotizing peritonitis, necroses in the 
mesentery and its lymph nodes; hypoplasia of the bone 
marrow; and focal pulmonary hemorrhages. 

Microscopically was seen widespread enteritis, with 
ulceration and infarctlike necroses swarming with gram- 
negative rods but without leukocytic infiltration. Simi- 
lar necroses appeared in the appendix about the gaping 
perforations. The bone marrow was hypoplastic and 
no megakaryocytes were seen. 


In summary, the clinical symptoms which resembled 
the banal non-specific diarrhea common in small in- 
fants, were due in this case to massive pyocyaneus ap- 
pendicitis and enteritis, with final perforation and peri- 
tonitis. There were to be found no metastatic foci 
which made it a certainty that the gastro-intestinal tract 
was the portal of entry. 


Case 2—M. V., a colored female was born on June 
23, 1932. She received very poor care at home. The 
mother had been treated for syphilis late in this preg- 
nancy. Her birth weight was 2180-g. (4 pounds 13 
ounces). She developed diarrhea at least two days 
before admission October 6, 1932, at the age of 3% 
months. Examination showed marked malnutrition, 
her weight being 2300 g. (5 pounds 1 ounce), dehydra- 
tion, and a scaphoid abdomen. 


Blood Studies—Hemoglobin was 80 per cent, red blood 
count 3 million, white blood count 8050 with poly- 
morphonuclears 35 per cent, lymphocytes 56 per cent, 
mononuclears 1 per cent and myelocytes 8 per cent. 


The temperature ranged from 38 to 39° for 3 days, 
was normal the next 3 days, then remained about 38° 
until her death on October 14. Distention appeared 
only on the day of death. No cultures were made dur- 
ing life but the postmortem blood drawn immediately 
after death yielded Ps. aeruginosa in pure culture. 

The anatomical diagnosis was malnutrition; diphther- 
itic ileitis and colitis, hemorrhages in retroperitoneal 
and mediastinal tissues. Grossly the terminal 30 cm. of 
ileum and the entire colon showed diphtheritic inflam- 
mation, with sloughed out ulcers throughout. 


Under the microscope this lesion too is seen to con- 
sist of widespread necrosis of the bowel wall with very 
little cellular reaction. Although gram-positive cocci 
are stained on the surface, gram-negative rods swarm 
in the deeper portions. The rib marrow is slightly 
hypoplastic. 

In this case also there seems no other possible portal 
of entry than the gastro-intestinal tract. 


These two cases have much in common. Both 
were colored infants who were small at birth. 
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One was poorly fed at home and at 3% months 
weighed only 4 ounces more than at birth; the 
other never ate well. Both developed diarrhea 
which was indistinguishable clinically from the 
host of other diarrheas one sees in Baltimore. 
One had no fever until the day of death, the 
other had low fever during part of the illness. 
In neither was the white count elevated. Stools 
were fluid, contained no blood or mucus, and 
were described as green in one and yellow in 
the other. Distention appeared only on the day 
of death. Both had acute necrotizing ileitis and 
colitis, and in Case 1 the appendix was also 
involved and had perforated. The microscopic 
lesions were identical. In both the bone marrow 
was hypoplastic. In neither does it appear that 
the portal of entry could have been other than 
the gastro-intestinal tract. 


Case 3—C. L., a white girl, was born on November 
1, 1933, and lived in Parkton, Maryland. The family 
history and past history were unimportant. Her feed- 
ing history was adequate although the vitamin intake 
had been irregular. She became ill about August 1, 
1935, aged 18 months, with diarrhea of two days’ dura- 
tion. On August 12 she slept poorly, on August 13 
her temperature rose to 104° and reached 106° on 
August 19, the day of admission. In the interim a 
“blood blister” had appeared on her left arm and had 
been opened, and she had developed hyperesthesia, espe- 
cially of the abdomen. Anorexia, vomiting and diar- 
rhea had appeared, the latter four to five days before 
admission. Stools contained mucus but no blood or 
pus. The child had been fed unpasteurized milk from 
a neighbor’s cow and water from a well. 

On admission she was extremely ill, unresponsive, 
semistuporous, and jumpy when aroused. The tempera- 
ture was 40.9° C., pulse 196, respiratory rate 58. The 
abdomen was soft and flat but seemed tender through- 
out. In the right lower quadrant a firm, rounded, lem- 
on-sized mass was felt which was thought to be fecal. 
At the insertion of the left deltoid was a black-crusted 
lesion 8 mm. in diameter, surrounded by a flaming 
areola 2 cm. broad. 


Blood study showed hemoglobin 68 per cent, red 
blood cells 4.5 million, white cells 800, with polymor- 
phonuclears 4 per cent and lymphocytes 96 per cent. 

Blood culture grew a gram-negative motile bacillus, 
later identified as Ps. pyocyaneus. 

In spite of transfusions, intravenous infusions, and 
pentanucleotide she died the day after admission. 

Postmortem blood and spinal fluid cultures yielded 
Ps. pyocyaneus. 

The anatomical diagnosis was gangrenous appendicitis ; 
B. pyocyaneus infection with septicemia; agranulocy- 
tosis with hypoplasia of bone marrow, infected necroses 
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in lungs, spleen and brain; ulcerative pharyngitis and 
tonsillitis. 

In the gross, a healing ulcer covered by a black scab 
was seen on the left arm. There were small red foci 
of consolidation in the lungs, and patches of fibrinous 
pleurisy. The appendix was swollen, red and granular. 
The pharynx was red and edematous and small ulcers 
were seen in both tonsils. An area of red softening, 
suggesting a hemorrhagic infarct was found in the fron- 
tal lobe of the brain. 


Microscopically there is gangrenous necrosis of the 
entire wall of the appendix in which myriads of gram- 
negative rods can be stained. Few polymorphonuclears 
are present. The lesions in the lungs, spleen and brain 
as well as the tonsils and pharynx are necroses with 
peripheral hemorrhage, which are acellular and which 
contain myriads of gram-negative rods. The bone mar- 
row is hypoplastic. 

In summary, this is a typical pyocyaneus appendicitis 
and the subacute surrounding inflammation marks it as 
the portal of entry and source of the septicemia. The 
mecroses elsewhere, including the ecthyma gangrenosum 
of the skin, the lesions in the lungs, brain and spleen 
are metastatic. The changes in the pharynx are prob- 
ably terminal and due to the agranulocytosis. 


Case 4—S. T., a colored male, was born on Novem- 
ber 5, 1944, and lived in Owings, Maryland. On August 
18, 1945, aged 914 months, he passed five watery yel- 
Yow stools, without blood or mucus. Diarrhea continued, 
he became anorexic and listless and he was admitted to 
the Harriet Lane Home August 29, 1945. At that 
time his temperature was 41° C. (105.89 F.), he was 
lethargic and dehydrated. There was a furuncle on 
the right hip, the pharynx was injected, the ear drums 
red, the neck stiff. There was edema of the chest wall. 
The heart rate was rapid, with a gallop rhythm. The 
abdomen was protuberant, with fulness in the flanks. 
A large firm mass was palpable in the right lower 
quadrant. For one day, with vigorous therapy, he 
seemed improved but on August 30 his abdomen was 
distended and tense and the question of paralytic ileus, 
with or without peritonitis, was raised. Death occurred 
of heart failure on that day. 


Blood on admission showed 8 grams of hemoglobin, 
2.6 million red cells, 3100 white cells, polymorphonuclears 
55 per cent, lymphocytes 41 per cent, mononuclears 
2 per cent, basophils 1 per cent and nucleated red cells 
1 per cent. 

X-ray of the abdomen was read as showing great 
distention of small and large intestine, “probably due 
to some generalized process.” Cultures of the blood and 
throat on admission yielded Ps. pyocyaneus; postmor- 
tem blood and spinal fluid cultures were the same. 

The anatomical diagnosis was acute diffuse ulcera- 
tive ileocolitis and appendicitis (B. pyocyaneus) ; neu- 
tropenia, hypoplasia of bone marrow; ulcerative pharyn- 
gitis; and hemorrhages in lungs. 

In the gross the terminal 20 cm. of the ileum and 
entire colon show greenish yellow exudate with areas 
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of ulceration. Ulcers with hemorrhagic borders are 
seen in the pharynx and larynx. 

Microscopically the same necrotizing lesions are found 
in the appendix, ileum and colon. They are devoid of 
reacting cells and swarm with germ-negative rods. The 
ulcer in the pharynx is similar in appearance. 


The extensive enteritis and appendicitis would seem 
to be the primary focus, the pharyngitis metastatic. 
These latter necroses are small and could easily be 
terminal and the result of the bone marrow depression. 

These two infants were older, becoming ill at 
9% and 18 months of age. Their courses were 
more acute and were accompanied by high fever. 
Both lived in the country and in one the defi- 
nite information was obtained that milk from a 
neighbor’s cow was drunk unpasteurized, and 
water was drunk from a well. In an interesting 
epidemic reported by Lartigeau' in which 15 
individuals were involved and four died, well 
water was proved to be the source. In both 
babies diarrhea was the first symptom, and high 
fever followed. In both a mass was palpable in 
the right lower quadrant on admission. In one 
there was a leukopenia of 3500 white cells, in 
the other, white cells were down to 800 with 
practically no polymorphonuclears. Ps. aeru- 
ginosa was grown from the blood of both in- 
fants on admission. 


Autopsies showed gangrenous appendicitis in 
one and ulcerative ileocolitis and appendicitis 
in the other. The bone marrow was markedly 
hypoplastic in both. Both showed ulcerative 
pharyngitis but it appeared probable that this 
lesion was secondary to the septicemia and leu- 
kopenia. 


Case 5—J. L., a colored female, was born April 15, 
1945, in Hermansville, Maryland. She became ill at 
about 3 months of age, July 15, 1945, with cough. July 
26 she had diarrhea, followed by fever, vomiting and 
rapid respiration. She was admitted to the Harriet Lane 
Home on August 1, 1945, where she was found to be 
dehydrated and severely acidotic. Reddened pharynx 
and ear drums were the only other positive findings. 
Her temperature was 38° and it varied between that 
and 39.8° until her death five days later. One drum 
was incised August 2, and reincised August 4. A cut- 
down was performed for continuous intravenous drip 
on August 1, and became infected the following day. 
Her course was steadily downhill. On admission her 
blood showed hemoglobin 90 per cent, white blood 
cells 10,240, polymorphonuclears 88 per cent, lympho- 
cytes 12 per cent. A number of metamyelocytes were 
seen. Cultures were confusing. On August 1 the naso- 
pharynx yielded B. coli and the stool culture was re- 
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ported as unsatisfactory. Coli and diphtheroids were 
cultured from the middle ear after its first incision. 
Blood drawn immediately after death yielded a pure 
culture of Ps. pyocyaneus, whereas the spinal fluid at 
that time grew out this organism plus Staphylococcus 
albus and diphtheroids. 

The anatomical diagnosis was pyocyaneus septicemia ; 
diphtheritic and ulcerative colitis, gastritis and esopha- 
gitis, infected focal necroses in the kidneys, adrenals, 
jejunum and lungs; bilateral otitis media in which gram- 
negative rods and pyocyanin can be demonstrated. 

Microscopically the colitis is characterized by cheesy 
necroses extending deep into the bowel wall, with nor- 
mal mucosa between. Necrotic thrombi are seen in 
deep submucosal blood vessels. The lesions of stomach 
and esophagus are entirely similar, but smaller. The 
focal necroses listed swarm with gram-negative rods. 
In both middle ears is seen massive necrotizing inflam- 
mation with abundant gram-negative rods and pyocya- 
nin pigment. The bone marrow in this case is normal. 


In summary, the colon is the most heavily involved 
organ and is apparently the primary site of infection. 


_ Spread has occurred by two routes: by aspiration to 


the mucosa of the stomach and the esophagus, and by 
septicemia with metastatic foci in the lungs, kidneys, 
adrenals and the submucosa of the jejunum. 


Case 6.—F. W., a colored male, was born on April 
26, 1934. He received very poor care and his feeding 
and vitamin intake were inadequate. On August 7, 
aged 314 months, his mother said: “His eyes began 
sinking back in his head and his face got thin-like.” 
On August 8, vomiting and diarrhea, with bright green 
watery stools were noted. He was admitted to the 
Harriet Lane Home on August 9, his temperature being 
101.4°. He was poorly developed and nourished, de- 
hydrated and the pharynx and both ear drums were 
reddened. The liver and spleen were palpable. His 
blood carbondioxide was 29. His hemoglobin was 60 
per cent, white blood cells 11,500, polymorphonuclears 
31 per cent and lymphocytes 69 per cent. Diarrhea and 
acidosis could not be overcome and he died after a 
series of convulsions. Stool cultures on August 9 and 
11 were reported as negative. Blood culture taken im- 
mediately after death was loaded with Ps. pyocyaneus. 


The anatomical diagnosis was pyocyaneus septicemia, 
ulcers in the appendix; necrotizing tonsillitis and pharyn- 
gitis; infected thrombi in the lungs; atelectasis, and 
thrush of the esophagus. 

At autopsy pyocyaneus was grown from blood, ileum 
and colon. In the gross, 70 c.c. of clear yellow fluid 
was found in the peritoneal cavity, and shallow ulcers 
were seen in the appendix, extending deep into the 
submucosa. 

Under the microscope these lesions, as well as necroses 
in the pharynx and tonsils, were characterized by ab- 
sence of cellular reaction and presence of masses of 
gram-negative bacilli. Superimposed upon similar lesions 
in the esophagus was a heavy mycelial infection. The 
only lesions in the lungs were numerous small granular 
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thrombi in necrotic arterioles. The parenchyma was 
not involved. 


In this case the tonsil and the appendix are 
equally involved and either could be the pri- 
mary focus and the source of the septicemia. 
This latter must have occurred just prior to 
death as the only metastatic foci are the very 
young ones in the pulmonary arterioles de- 
scribed above. 


The microscopic lesions in these two children 
differ in no particulars from those in the pre- 
vious cases. In Case 5, however, the first symp- 
tom was cough, and otitis was an early finding. 
Cultures during life from the incised ear and 
stool yielded no pyocyaneus, this organism being 
found first in blood withdrawn post mortem. The 
lesion in the middle ear was massive and might 
possibly have represented the primary focus. 
In Case 6 too the pharyngeal lesions seemed as 
far advanced as the intestinal and either could 
have been the original site. In both these cases 
there was leukocytosis and in neither was the 
bone marrow hypoplastic. 


For these reasons it was considered wiser to 
keep these cases segregated from the others. 


Case 7—B. R., a colored female, was born January 
12, 1947, on the Johns Hopkins Hospital Obstetrical 
Service. Her birth history was not remarkable. Her 
birth weight was 5 pounds, 14 ounces. On January 14 
she regurgitated several times; on January 15 she 
vomited all feedings? She was said to have passed no 
meconium or stool from birth. She was transferred to 
the Harriet Lane Home on January 15, where she was 
found to be dehydrated, lethargic, slightly jaundiced 
and very distended. 


Blood studies showed hemoglobin 17.2 grams, red 
blood cells 4.2 million, and white cells 12,200. 


Operation was performed on January 15 because 
of suspected congenital obstruction. This revealed di- 
lated loops of the small bowel which gradually nar- 
rowed to normal caliber at about midileum. Gas 
could be stripped easily from above downwards. The 
colon was small and contained soft fecal matter. In 
brief no obstruction, meconium ileus or megacolon was. 
demonstrated. After the operation, gdistention and 
partial ileus persisted, relieved only paftially by Wan- 
gensteen drainage and intramuscular prostigmin. Ileus 
was not complete, occasional small green watery stools 
containing mucus and at times flecks of blood being 
passed. On January 21 the incision began to drain quan- 
tities of pus containing gram-negative bacilli, and 
much foul-smelling mucopurulent material appeared in 
duodenal drainage. On Jannary 25 her abdomen was 
reopened and aside from the fact that the large bowel 
contained hard inspissated material nothing abnormal 
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was found. Cecostomy was performed. She died two 
days later. The temperature remained essentially normal 
throughout her course. Unfortunately no cultures of 
any kind were made until after death when Ps. aero- 
ginosa was recovered from the blood. 


The anatomical diagnosis was acute necrotizing pyo- 
cyaneus infection of ileum, appendix and cecum, with 
ulcerations and multiple perforations; necrotizing peri- 
tonitis; necrotizing cellulitis of colostomy and operative 
wound; necrotizing pharyngitis; and hypoplasia of the 
bone marrow. 

Under the microscope all the lesions were seen to 
contain myriads of gram-negative rods and very few 
inflammatory cells. 


In this case it is impossible to tell whether 
the pyocyaneus lesions were present prior to 
operation and later spread along the operative 
wounds, or whether the organism was intro- 
duced into the bowel at operation. The pharyn- 
gitis appears to be late, though it is extensive, 
and could be secondary to the granulopenia. The 
septicemia must have developed late also, since 
there are no metastatic lesions demonstrable. 


Case 8.—R. P., a white male, was born on May 23, 
1947, in Easton, Maryland. The family history was 
irrelevant, labor uncomplicated, birth weight 7 pounds, 
2 ounces. He had done well until three days of age, 
when he developed vomiting and diarrhea, according 
to one informant; no diarrhea according to another. 
The stools ceased quickly and distention appeared and 
progressed until admission. He was admitted to the 
Harriet Lane Home on May 29, aged 7 days. He was 
vigorous but markedly distended, There was a foul, 
pasty stool, without blood or mucus, in his diaper on 
admission. Otherwise, the examination was negative. 

Blood examination showed: hemoglobin 16 grams, 
white count 14,200, polymorphonuclears 40 per cent 
and lymphocytes 60. 

Stool culture on admission was loaded with Ps. 
pyocyaneus. 


Streptomycin was started as soon as this culture 
was reported, both by mouth (300 mg. a day) and in- 
tramuscularly (120 mg. a day). The temperature was 
39° C. the day of admission but remained elevated only 
between 39 and 40° for two days. Distention pro- 
gressed, and peristalsis was almost always absent by 
auscultation, except when stimulated by prostigmin. 
Flat plates of the abdomen and barium enema x-rays 
showed a grossly dilated large bowel with fluid levels. 
By June 2, the abdomen was huge, covered with a net- 
work of tiny vessels, and there was unquestionably 
fluid within the peritoneal cavity. There was also a 
bluish tinge visible about the umbilicus. Paracentesis 


yielded a large quantity of clear yellow fluid which 
contained 800 white blood cells per cu. mm. 30 per 
cent of which were polymorphonuclears and 70 per 
cent lymphocytes. 


Culture of this fluid was negative. 
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Streptomycin was continued from May 30 until June 12. 
Prostigmine was used (0.1 c. c. of 1:2000 solution) every 
six hours at first, and less frequently until June 8, 
when the baby was able to have movements sponta- 
neously. Stool cultures taken two days after the start 
of streptomycin therapy and thereafter showed no 
pyocyaneus. He was discharged on June 2, apparently 
well. 


He was readmitted on August 2, 1947, for study be- 
‘cause of alternating diarrhea and constipation. On 
this occasion he was mildly distended and the bowel 
was found to be full of fecal material. X-ray studies 
revealed a large dilated lower bowel suggesting mega- 
colon. After numerous enemata the bowel was emp- 
tied and the baby ate well and gained. He was sent 
home with instructions that he be given a daily oil 
enema. 

This is an extremely interesting pair of in- 
fants. Both were normal full-term babies. One 
began to vomit on the third day of life and had 
passed no meconium or stools by then. The 
other may or may not have passed meconium, 
may or may not have had a mild diarrhea on 
the third or fourth day of life. Unfortunately 
conflicting stories were obtained on this impor- 
tant point. Both became severely distended dur- 
ing the first week of life. In both, paralytic ileus 
became severe, and no anatomical obstruction 
could be found. One was operated upon, a cecos- 
tomy done faute de mieux, and death followed 
within a few days. The other was treated vigor- 
ously with streptomycin and prostigmine and, 
after a sterile peritonitis had appeared and sub- 
sided, made a good recovery. In this one Ps. 
aeruginosa was recovered from the stool, but it 
could not again be found in the stool, or in 
peritoneal exudate or blood after two days of 
treatment. 


As we stated before, it is impossible to as- 
sume that in Case 7 the pyocyaneus infection 
existed prior to operation. Nevertheless, ileus 
had developed within the first few days of life 
and no obstruction, meconium ileus or congeni- 
tal megacolon were found to explain it. Enteritis 
could have been present at the time of operation 
and need not have been apparent to the operator. 


No explanation seems tenable in Case 8 other 
than that B. pyocyaneus was introduced into the 
gastro-intestinal tract shortly after birth and 
produced a severe enteritis. This manifested it- 
self clinically by distention and ileus rather than 
by diarrhea. One of us (A. J. S.) has recently 











)S- 


T- 


as- 
ion 
US 
ife 


itis 
ion 


her 








Vol. 41 No. 5 


encountered another newborn in whom disten- 
tion and almost complete ileus without diarrhea 
were the major manifestations of a severe, fatal 
enteritis. Although B. pyocyaneus was one of 
the organisms grown from the stool of this 
infant the pathological lesion differed so mark- 
edly from the others in this group that it was not 
included in this series. 


The outpouring of clear yellow fluid into the. 


peritoneal cavity was duplicated by Case 6 in 
this series. In Epstein and Grossman’s* case, 200 
c.c. of clear straw-colored fluid were found upon 
opening the abdominal cavity post mortem. This 
development is easy to understand considering 
the extent and depth of the necrosis and vascular 
thrombosis which involves the intestinal wall in 
pyocyaneus enteritis. It is difficult to conceive 
of its occurring in uncomplicated anatomical ob- 
struction, meconium ileus or congenital mega- 
colon. 


If then this case is accepted as representing 
one of pyocyaneus enteritis in a newborn its 
apparent cure by streptomycin is an observation 
of great importance. Thus far there have been 
but few such attempts reported in the litera- 
ture. Strains of the organism differ markedly 
in their sensitivity, and resistance may develop 
under treatment with great rapidity. Treatment 
with penicillin may stimulate the growth of 
Pseudomonas by killing off antagonistic organ- 
isms. 


Prompt treatment with streptomycin is indi- 
cated, we feel, whenever Pseudomonas is recov- 
ered from the stool in more than scant numbers. 
The possibility of perforation of the appendix 
causing peritonitis, or of septicemia causing mul- 
tiple metastatic foci is too grave a danger to 
warrant one’s awaiting further developments. 
The danger is greater because little notice of 
progression of the infection may be given. 


RECAPITULATION 


In the winter of 1946 Dr. Arnold Rich star- 
tled the Harriet Lane Home staff with the 
demonstration, in a clinical-pathological confer- 
ence, of a series of five infants who had died 
with ulcerated appendices, several of which had 
perforated. The microscopic picture of all these 
ulcerations was similar, in that the tissue ap- 
peared to have been killed without the evocation 
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of any inflammatory response. This absence or 
almost complete absence of polymorphonuclear 
invasion was associated with the finding deep in 
the necrobiotic tissue of swarms of gram-nega- 
tive bacilli. In all these cases Pseudomonas 
aeruginosa had been demonstrated in the stool, 
blood or spinal fluid, either in vivo or post mor- 
tem or both. 

Shortly thereafter R. P., Case 8 in this series, 
was admitted to the hospital and his remarkable 
course stimulated our interest in this disease 
further. 

This preliminary report is the first, quite in- 
complete product of our inquiry. In it we have 
presented the clinical histories of eight infants 
with summaries of the pathologic findings of 
seven of them, who suffered from pyocyaneus 
infection of the gastro-intestinal tract. 


The source of the infection cannot be desig- 
nated with certainty in any one of the cases. 
It may be assumed that unboiled well water was 
responsible in one instance. In this regard the 
fact that four of the eight babies lived in the 
country is of interest, inasmuch as this percent- 
age is far higher than the average for the Har- 
riet Lane Home. Two of the remaining babies 
were colored infants who had never been out- 
side a hospital, one the Provident Hospital, the 
other the Johns Hopkins Hospital. The other 
two were colored infants, both 314 months of 
age, who had received very inadequate diet and 
poor general care. Rural districts, poor homes 
and hospital would seem to present the greatest 
hazards from the point of view of pyocyaneus 
infections. It has been shown that the organism 
can live on and may be transmitted by many 
solutions frequently used in hospitals: 4 per cent 
boric acid, normal saline, acriflavin and peni- 
cillin, among others. 

Pseudomonas may infect individuals of any 
age but very young infants appear to be more 
susceptible than older children. 


The clinical course is variable. 


One of this group showed nothing but intract- 
able diarrhea. Two others had in addition low- 
grade fever. Dehydration and acidosis may com- 
plicate the diarrhea. The stools may be bright 
green or yellow. The green color may come out 
only after the stool stands in contact with air. 





466 


Mucus is rarely present. Blood was not seen 


in any of the stools. 


Three other children had symptoms other than 
diarrhea. Vomiting, high fever and rapidly de- 
veloping signs of toxicity appeared early. In 
one, abdominal tenderness was marked; in two 
a mass became palpable in the right lower quad- 
rant. In one a crusted skin lesion, surrounded 
by a bright areola of inflammation appeared 
on the skin, the so-called echthyma gangre- 
nosum described by many previous observers. 
In one paralytic ileus developed. 


Two newborns never developed diarrhea at 
all. Their presenting symptoms were distention 
and vomiting. Paralytic ileus rapidly became 
the outstanding difficulty. In one of these clear 
yellow exudate was poured into the peritoneal 
cavity. 

In four of the eight the white count was defi- 
nitely depressed, one count reaching as low a 
figure as 800 per cu. mm. with only 4 per cent 
polymorphonuclears. Of the seven bone mar- 
rows examined five were distinctly hypoplastic. 


In the seven autopsies the appendix was 
found to be involved alone in two cases, with 
ileitis or colitis in three others. In two it had 
perforated. There was diphtheritic ileitis and 
colitis, gastritis and esophagitis in the final one. 


There was ulcerative pharyngitis and tonsil- 
litis found in four and necrotizing otitis in one. 
From the apparent age of these lesions it could 
be deduced that this lesion was secondary to 
the intestinal infection in at least two, and pos- 
sibly more. 


The one survivor in the series was the only 
one treated with streptomycin. 


We believe that the attention of clinicians and 
their laboratory technicians should be kept fo- 
cused on Ps. pyocyaneus. Its finding in the 
stool, blood or spinal fluid should lead to prompt 
and vigorous treatment. In this way we feel 
sure that lives will be saved. 
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DISCUSSION (Abstract) 


Dr. Horace Hodes, Baltimore, Md—I should like to 
say a word about some of the characteristics of this 
particular organism. 

In the first place, this is an organism which varies a 
great deal from time to time. It varies as regards its 
pigment formation, as you probably know. Some strains 
produce no pigment at all, some a greenish blue pig- 
ment, while others produce a yellow pigment—fluor- 
escein. Occasionally one finds an organism producing 
both pigments. I wondered, in listening to one of the 
case descriptions, whether the yellow stools described 
happened to be caused by a strain producing fluorescein 
alone. 

The organism varies in other ways, too. Its ability 
to liquefy gelatine is sometimes lost. Its proteolytic 
activity must be important in its pathogenic capabilities. 

I think we should reevaluate not only our ideas 
about this particular gram-negative rod but concerning 
others also. In this regard, I should like to discuss the 
implications of recent work done with the colon bacillus. 
We have been inclined to consider colon bacilli found 
in the intestinal tract as normal inhabitants. No atten- 
tion is paid these organisms when they are found in the 
stools of patients with diarrhea. 

It has been recently shown by the brilliant work of 
Dr. Kaufmann in Copenhagen that it is possible to 
divide colon bacilli into pathogenic and non-pathogenic 
strains. This could not be done on the basis of cultural 
characteristics. There are no differentiating sugar re- 
actions, and so on, but the pathogenic strains have 
envelopes around them, miniature capsules, really, and 
these envelopes contain antigens which have a great 
deal to do with pathogenicity. The non-pathogenic 
strains have not such an envelope and do not ap- 
parently contain the antigens I have mentioned. 

Nearly 100 per cent of the organisms isolated from 
patients, say, with pyelitis or peritonitis due to colon 
bacilli, show this envelope form, and fall into clear 
serologic groups. It behooves us, especially in pediatrics, 
I think, to take up the particular problem. It may be, 
for instance, that the so-called diarrhea of the newly- 
born that sweeps through the obstetrical nursery may be 
a bacterial infection caused by the colon bacillus. Iso- 
lation of colon bacilli from stool cultures is ordinarily 
disregarded, and no idea that they may be the cause 
of the diarrhea is ordinarily entertained. 


Our experience in the treatment of gastro-intestinal 
infections with streptomycin has been variable. The 
effect of oral administration of this drug has some- 
times been very striking, but on occasion it has 
failed completely. I should like to call your attention 
to a note published in the Lancet in September of this 
year, regarding a new antibiotic known as aerosporin. 
This material was isolated from a soil bacillus, and 
apparently has a very definite effect against a number of 
the gram-negative organisms against which it has been 
tested. Its effectiveness is of the variety of penicillin 
against the streptococcus, so that it may be we will 
soon have a more effective agent in dealing with these 
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gram-negative infections than we have at the present 
time. 


Dr. Schaffer (closing) ——It would be simple if we 
could say that the diagnosis of pyocyaneus infection 
of the bowel could be made on the green color of the 
stools, but that is not true, unfortunately. In about 
three of these cases there was the bright green color 
described. However, there are varieties which cause 
yellow pigment and some which form no pigment and 
these of course cannot be distinguished by simple in- 
spection. Inductible strains are, as a matter of fact, 
variable on different culture media. 

It is also true, however, that if one does not discard 
the stool too soon but allows it to stand in contact 
with the air for an hour or two, the green color often 
becomes apparent. 


I want to mention that there may be one other 
presenting symptom, that is, purpura due to agranulocy- 
tosis. We had a case in which apparently pyocyaneus 
infection, or something very much like it, was the 
primary event, but the symptoms were bleeding and 
skin purpura. 

It is very likely that the low white count and the 
low platelet count and the bleeding were all secondary 
to a gram-negative bacillus infection of the appendix. 

We gave the one child who survived 100 milligrams 
or 100,000 micrograms or units of streptomycin by 
mouth three times a day, and 20,000 units, or 20 milli- 
grams, intramuscularly every two hours. We kept this 
up for about seven days in this child. 





SPINAL ANESTHESIA IN OBSTETRICS* 


By MERRILL C. Beck, M.D. 
and 
RoBERT C. BALL, M.D. 
New Orleans, Louisiana 


The use of spinal anesthesia in obstetrics 
has been steadily increasing during the past few 
years. Heretofore the limited duration of anes- 
thesia, and almost universal prejudice against its 
use in the pregnant woman has curtailed its 
popularity. 

Recent refinements in technic, and the use 
of longer acting agents have made the adminis- 
tration of spinal anesthesia advantageous in 
many obstetrical patients. 

Sise!? in 1935 increased the duration and con- 
trollability of anesthesia by the addition of glu- 


—_—_ 


*Chairman’s Address, Section on Anesthesiology, Southern 
Medical Association, Forty-First Annual Meeting, Baltimore, 
Maryland, November 24-26, 1947. 
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cose to the agent. Roman-Vega and Adriani! in 
1945 reported using 10 per cent glucose with 
“nupercaine.” In their series of 800 cases, satis- 
factory anesthesia was obtained in all except 10 
patients. The average duration of anesthesia was 
3% hours. 

Cullen and his associates’ and Potter and 
Whitacre’ found that the addition of ephedrine 
or epinephrine to the solution of “pontocaine” 
or procaine definitely prolonged the duration of 
spinal anesthesia. 

Adriani and Roman-Vega* described a method 
of “saddle block,” which is an extremely low 
spinal anesthesia. A 10 per cent dextrose solu- 
tion was mixed with the anesthetic agent to make 
the mixture hyperbaric. The mixture was in- 
jected with the patient in the sitting position and 
retained thus for 30 to 90 seconds. Its use was 
recommended in rectal, urologic, and gynecologic 
surgery. 

Parmley and Adriani’ reported the use of this 
“saddle block” technic in obstetrics. “Nuper- 
caine” was the agent employed. The injection 
was repeated when the anesthetic effects wore 
off. Seventy-nine per cent of the patients had 
complete pain relief. 


Cullen and Griffith’! in a comparative study 
of 200 deliveries with gas and an equal number 
under spinal, concluded that immediate pain 
relief can be obtained for vaginal delivery by 
use of spinal anesthesia; and that the incidence 
of spontaneous respiration and optimum oxygen- 
ation of the newborn is greatly increased. 

King and Dyer’ report the use of “saddle 
block” in 50 per cent of their cases in one hos- 
pital: 70 per cent of the patients had complete 
pain relief; 30 per cent required light gas for 
forceps manipulation. 

As evidence that spinal anesthesia is being 
used more frequently for cesarean section, 
Tovell e¢ alii* report that 83 per cent of their 
cesarean sections performed in 1945 were under 
spinal. Heard? presented a series of 185 cesarean 
sections performed under spinal anesthesia. Less 
than 1 per cent of the babies required resusita- 
tion. He felt that the ultimate mortality in the 
mother was less and that it was of great ad- 
vantage to the baby. 

Stimulated by the methods and results of the 
authors cited above we have increased the use 
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of spinal anesthesia in obstetrics for the past 
year and a half, 


During the 19 months from January 1946, 
through July 1947, we administered 2,207 anes- 
thetics to obstetrical patients in one hospital. 
Of these, 1,957 were delivered by vaginal route 
and 253 by cesarean section; 823 patients de- 
livered by vaginal route received low spinal 
anesthesia, and 143 cesarean sec ons were per- 
formed under spinal (Tadle 1). 


The technic for the low spinal or so-called 
“saddle block” was the same in principle, but 
varied in minute detail. The reasons for this 
were that in the first few months we were at- 
tempting to develop a better technic and the 
spinals were administered by eleven different 
anesthetists. 

The first technic we used was that described 
by Parmley and Adriani.’? One-half c. c. of 1 
per cent “pontocaine” solution (5 mg.) or 1:200 
“nupercaine” solution (2.5 mg.) was mixed with 
0.5 c. c. of 10 per cent dextrose solution and 
injected into the fourth lumbar interspace. One 
per cent procaine was used for the skin wheal. 
The patient was in the sitting position and re- 
mained thus for 30 seconds following completion 
of the injection. The patient was then placed in 
a supine position with a pillow under her head. 

The technic we now usually employ has been 
found to give longer duration of anesthesia and 
to be effective in a larger percentage of patients. 

The patient assumes a sitting position with 
her feet on a stool, elbows on knees, and head 
flexed on chest. A skin wheal is made with 0.5 
c. c. of 1 per cent procaine containing 5 per 
cent ephedrine sulphate. The mixture to be in- 
jected into the subarachnoid space contains 1 
c. c. of 1:200 “nupercaine” solution (5 mg.), 
1 c. c. of 10 per cent dextrose solution, and 0.5 
c. c. of 1:1000 epinephrine hydrochloride. Spinal 
tap is made in the second, third, or fourth 
lumbar interspace. At the completion of a 








ANESTHETICS ADMINISTERED 





Anesthesia General Spinal Caudal Total 
Delivered by vaginal route. 1130 843 1 1954 
Cesarean section _.._._. 110 143 253 
, 0 a 966 1 2207 








Table 1 
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uterine contraction the solution is injected at the 
rate of 1 c. c. per second. The patient is retained 
in the upright position for 90 seconds following 
completion of the injection. She is then placed 
in the supine position with her head elevated on 
a doubled pillow. Within a few seconds the 
patient feels a tingling sensation in her feet, then 
a heaviness in her legs. In 3 to 5 minutes the 
pain of uterine contractions is relieved. There 
results anesthesia of the anus, perineum, and 
skin of the abdominal wall 2 or 3 inches above 
the symphysis pubis. There is analgesia to the 
umbilicus. The feet and legs feel heavy, but can 
usually be moved slightly. If uterine contrac- 
tions are still painful, after a period of 5 minutes, 
it is evident that the anesthetic has not ascended 
high enough in the spinal canal. When this 
occurs the height of analgesia may be increased 
by flexing the legs on the abdomen for the 
duration of one or two pains. This position pro- 
duces a relative concavity of the spinal canal 
and allows the anesthetic solution to flow 
cephalad. 


Usually the blood pressure falls 10 to 20 mm. 
and the pulse becomes elevated. These return 
to normal within 10 to 15 minutes. 


If the pain of uterine contraction returns be- 
fore full cervical dilatation the injection may be 
repeated; however if termination of labor is 
near, light gas anesthesia is administered for 
delivery of the baby. Gas is then discontinued. 
Anesthesia of the cervix and perineum usually 
persists and repair is accomplished without 
supplement. 

The time of the initial injection depends on 
the judgment of the individual obstetrician. 
Usually the tap is made in primigravidas when 
the patient is well in labor with the cervix 5 to 
8 cm. dilated, 50 to 70 per cent effaced and the 
fetal head at or below the level of the spines. 
In multigravidas tap is made when the cervix is 
4 to 6 cm. dilated and 40 to 50 per cent effaced. 
The detailed results of 823 low spinals are tab- 
ulated in Table 2. 

Table 3 shows that there were 554 patients in 
whom delivery was completed after a single 
injection who required no supplement. Forty- 
five patients were delivered after repeated taps 
with no supplement. Two hundred thirteen of 
those receiving a single injection required sup- 
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plement. Eleven of those receiving repeated in- 
jections required supplement. 

An analysis of Tables 2 and 3 (Table 4) shows 
that 599 or 73 per cent had complete pain 
relief after single or repeated injections. 

Seven hundred fifty-seven or 92 per cent re- 
quired no supplement for perineal repair. 

Two hundred twenty-four or 27 per cent re- 
quired supplement at some time during delivery. 

Sixty-six or 8 per cent required supplement for 
perineal repair plus delivery. 

Thirty-six or 4.5 per cent were considered un- 
successful because pains were not relieved or 
supplement was required within two hours after 
the spinal was given. The 158 patients who 
were given light gas for delivery of the baby 
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received it for their comfort. There was no 
actual pain present. There was a sensation of 
pulling, described as being in the upper ab- 
domen, when traction was applied to the 
forceps. 

There were 827 babies (4 twins) delivered. 
Seven were stillborn (Table 5) and 6 failed 
to survive. The uncorrected fetal mortality was 
13 or 1.5 per cent. 

Of the stillborns, 3 were premature with no 
heart tones heard prior to delivery. There was 
one attempted version and subsequent Scanzoni 
maneuver, and one craniotomy for hydro- 
cephalus. In two there was no apparent cause. 

Of ten fetal deaths following delivery, 3 had 
congenital atelectasis; 2 intracranial hemorrhage, 
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and one pneumonia due to aspiration of 
meconium. Autopsy was done on all of these. 

There were no maternal deaths. Maternal 
complications are shown in Table 6. 

The case of Couvelaire uterus was not diag- 
nosed until after delivery. During labor the 
spinal anesthetic had eliminated the persistent 
severe pain and masked the woody hardness of 
the uterus. Both are prominent symptoms. Fol- 
lowing delivery vaginal bleeding, shock and 
the enlarged uterus made the diagnosis obvious. 
Hysterectomy was then performed. After a 
very stormy recovery the patient was dis- 
charged well on the twenty-seventh postopera- 
tive day. 

One of the three patients, in whom the anes- 
thetic ascended too high, required oxygen for 
twenty minutes to relieve hypoxia. 

Manual removal of the placenta was done in 
14 cases. We are unable to say whether or 
not the spinal anesthetic caused this high in- 
cidence. Most of the obstetricians remove the 
placenta if it cannot be delivered immediately 
following perineal repair. 

Two patients had persistent urinary reten- 
tion. One was for the duration of four days. 
The other was able to void immediately follow- 
ing delivery and for 4 days post-partum, while 
she remained in the hospital. After she returned 
home on the seventh post-partal day she was 
unable to void, and there was apparent com- 
plete loss of bladder function. No pathologic 
neurologic signs were present. The condition was 
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cured dramatically following an intravenous in- 
jection of 5 mg. of mecholyl (acetyl-beta- 
methycholine). This must have been an hysteri- 
cal phenomenon. 

Three patients developed marked hypertension 
shortly following spinal injection. The systolic 
pressures were well above 200 mm. of mercury. 
This was accompanied by severe headache. The 
high blood pressures were controlled by the in- 
halation of amyl nitrite. These acute hyper- 
tensions were probably due to hypersensitivity 
to ephedrine and epinephrine. 


Two rather minor but troublesome complica- 
tions were not tabulated. Nausea and vomiting 
occurred in about 20 per cent of the cases. 
It usually starts ten to fifteen minutes following 
the injection and may persist for an hour or 
more. Post spinal headache occurred in about 
8 per cent of the cases. We believe this high 
incidence due to the fact that many obstetricians 
practice early ambulation. The headache per- 
sists for one or two weeks and is relieved only 
by the supine position. 

It is difficult to estimate whether labor is 
hastened or delayed. We feel that the duration 
of labor depends upon the height of analgesia 
obtained. If analgesia extending to those parts 
innervated by the tenth or eleventh dorsal seg- 
ments results, then labor proceeds at a normal 
rate. Analgesia higher than these segments def- 
initely retards labor by decreasing the frequency 
and strength of uterine contractions; whereas 
analgesia below these segments may hasten 
labor as there is no effect on contractions and 
at the same time there is relaxation of the lower 
uterine segment, cervix, and pelvic soft parts. 
Occasionally analgesia ascends to the upper 
thoracic segments. When this occurs, labor stops 
until the effects of the spinal have worn off. 


When analgesia is satisfactory the patient is 
unable to aid in delivery by use of her abdom- 
inal muscles. Consequently almost all patients 
are delivered with forceps. There were only 18 
spontaneous deliveries in this series. 

If the occiput is in a posterior position it 
seldom rotates to anterior. We believe this is 
due to the decreased resistance of the relaxed 
parts to the descending head. 

It has been our feeling that low spinal 
anesthesia has not been ideal for all patients. If 
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labor is progressing very rapidly and may be 
terminated within 20 to 45 minutes, some type 
of inhalation anesthesia is quite adequate. On 
the other hand, if labor is progressing slowly 
with rather infrequent contractions of a mild 
character, it may be unduly prolonged by the 
use of spinal. This type of anesthesia is best 
suited to those patients in whom the contractions 
are frequent and hard with relatively slow dila- 
tation and effacement of the cervix. 


After delivery, bladder distension must be 
carefully watched for. Frequently the sensation 
of bladder fullness is absent for a period of 24 
to 48 hours. If the patient is unable to empty 
her bladder at the end of 8 to 10 hours, she 
should be catheterized; and catheterization re- 
peated at 8-hour intervals until able to void. 
Overdistension of the bladder may result in 
long periods of retention, which often lead to 
cystitis. 

As has been shown spinal anesthesia for 
vaginal delivery is not without complications and 
some untoward results. It should be practiced 
in a fully equipped hospital by a team of a well 
trained obstetrician and anesthetist. 

In our series there were 143 cesarean sections 
done under spinal anesthesia. Recently we have 
learned that a small dose of anesthetic agent 
both in amount and volume injected, will pro- 
duce adequate anesthesia in the pregnant woman. 


Greenhill!® in an extensive review of obstet- 
tical anesthesia concludes that spinal is much 
more hazardous for cesarean section than any 
other types of anesthesia. Others®® have used 
spinal extensively, and feel that it is safer for 
the baby and no more hazardous for the mother 
than inhalation anesthesia. 


We have not been so unfortunate to have had 
a fatality due to spinal. There is certainly no 
deleterious effect on the baby. Because of this 
we have used it as the anesthetic of choice for 
cesarean section. 


The technic was similar to that for any 
laparotomy. “Pontocaine” with 10 per cent 
dextrose was used in most of the cases. “Nuper- 
caine” with 10 per cent dextrose was used in a 
few. Seven to 10 mg. of “pontocaine” or 4 to 5 
mg. of “nupercaine” was mixed with 1 c. c. of 
10 per cent dextrose. Total dilution was 3 to 
3.5 c. c. with spinal fluid. With the patient in 
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the lateral position tap was made in the third 
or fourth lumbar interspace through a skin 
wheal made with 1 c. c. of 1 per cent procaine 
containing 5 per cent ephedrine sulphate. The 
table was kept level for fifteen minutes before 
the Trendelenberg position was allowed. 

There is usually an immediate and marked 
drop in blood pressure which becomes elevated 
to within normal limits within 5 to 8 minutes. 
Very seldom was it necessary to give a sup- 
plementary injection of a sympathetic stimulant. 

One hundred thirty-six cases were completed 
without supplement. Seven or 4.6 per cent re- 
quired supplementary anesthesia in the form of 
“pentothal” or ethylene to relieve pain or nausea. 
Mild degrees of nausea were relieved by the 
administration of .oxygen. 

There were five stillborns (Table 8) and 
three fetal deaths after delivery. The one pos- 
sible preventable fetal death had congenital 
atelectasis and pneumonia. This baby breathed 
spontaneously when removed from the uterus. 


The complications are tabulated in Table 9. 


The one maternal death occurred on the third 
postoperative day. On April 6, 1947, a low 
cervical cesarean section was done for cephalo- 
pelvic disproportion. Anesthesia was “ponto- 
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CESAREAN SECTIONS 
Fetal Mortality 





Stillborn 5 
1 Prolapsed cord 
2 Premature separation of placenta 
1 Two true knots in cord 
1 Hydatid Mole 








Fetal deaths after delivery 3 
1 Erythroblastosis fetalis 
1 Hydrocephalus and spina bifida 


1 Congenital atelectasis and pneumonia. (This baby 
breathed spontaneously when removed from the 
uterus) 
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caine” and dextrose. The duration of operation 
was 90 minutes. Postoperatively the patient ran 
a febrile course. Her temperature was 100-101° 
F. The pulse rate remained below 98 per 
minute. There was moderate abdominal dis- 
tension present. On April 8, 1947, temperature 
was 99.4° F., and pulse was 80 per minute. The 
patient was in good spirits and had no com- 
plaints. At 2:25 p.m. she became short of 
breath, cyanotic and died five minutes later. 
Diagnosis of massive pulmonary embolism was 
made. 


All patients with atelectasis were clear when 
they left the hospital. The patient with hyper- 
tension presented a phenomenon similar to that 
which occurred in three vaginal deliveries. There 
was severe headache, and a mild convulsion 
occurred. Amy] nitrite and intravenous sodium 
amytal controlled the high pressure. The pres- 
sure gradually dropped and was normal in 90 
minutes. 


Postspinal headaches were less frequent than 
following vaginal delivery. This was probably 
due to the fact that these patients remained 
supine for longer periods. 


SUMMARY AND CONCLUSIONS 


(1) The results of spinal anesthesia in 966 
obstetrical cases have been tabulated. 

(2) Seventy-three per cent of patients de- 
livered by vaginal route had complete pain re- 
lief without supplement at any time. 

(3) Ninety-two per cent of patients de- 
livered by vaginal route required no supple- 
ment for perineal repair. 
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(4) Spinal anesthesia was considered unsuc- 
cessful in 4.5 per cent of vaginal deliveries. 


(S$) Over ninety-six per cent of cesarean sec- 
tions were completed without supplement. 


(6) There were no fetal or maternal deaths 
attributable to the anesthesia. 

(7) Spinal anesthesia for vaginal delivery is 
best suited to these patients in whom contrac- 
tions are hard and frequent, with relatively slow 
dilatation and effacement of the cervix. When 
used it is of definite advantage to the baby and 
is no more hazardous for the mother than other 
types of anesthesia. 
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DISCUSSION (Abstract) 


Dr. W. R. Hodges, Cumberland, Md.—Were these 
patients all private patients, all service, or divided? 


Dr. Beck.—They were all private patients. 


Dr. Hodges—I ask that particularly because of the 
interest in headaches. It makes a difference. 


Dr. Thomas Edward Daily, West Palm Beach, Fla— 
Have you had the experience that the patient has 3 
feeling of bearing down or pressure in the back 
when you give analgesia? 


Dr. Beck —We have not had that difficulty. Probably 
the anesthetic has not gone high enough. If so, they 
still have discomfort and pain. 


Dr. Darius Dixon, Baltimore, Md—What efforts have 
you made in relieving these spinal headaches, and 
what possibly may be their cause? 


Dr. Beck—That has been a moot question for many 
years. I do not think anybody knows exactly what 
the cause is. We feel that it is probably due to punc- 
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ture of the dura. The only thing that we know 
that will absolutely relieve them is the supine posi- 
tion. 


Dr. Dixon—Are these headaches more frequent in 
obstetrical patients than in surgical patients, in your 
experience ? 


Dr. Beck—Yes, I think they are, and I think it is 
because they get up sooner than surgical patients. Jf 
the patients stay in bed for six to eight days, usually 
they do not have them. 





CESAREAN SECTION* 
RESULTS IN 533 CONSECUTIVE OPERATIONS 


By Cart Bacuman, M.D.t 
Philadelphia, Pennsylvania 


Reports of recent experiences with the opera- 
tion of cesarean section in various American 
institutions and cities reveal a progressive im- 
provement in results for mother and infant.’ 
This trend has been confirmed by our experience 
at the University of Pennsylvania. Our study 
of this subject, however, has led us to several 
conclusions concerning the present and pros- 
pective status of cesarean section which have 
not previously been emphasized, and which may 
be of general interest. 


Material—The 533 consecutive cesarean sec- 
tions which were performed at the University 
Clinic during the decade from 1937 to 1946 
inclusive have been reviewed. The clinic service 
currently accommodates about 1,800 women 
annually, of whom half are Negroes. A private 
service for white patients, accommodating less 
than half the total patients, receives a large 
number of the consultative obstetric “problem 
cases” of the specialist visiting staff. Prac- 
tically all patients who are delivered in the 
clinic are first registered either in the clinic’s 
ante-partum division, or with the visiting staff; 
approximately four-fifths of them can be said 

*Read in Section on Obstetrics, Southern Medical Association, 


Forty-First Annual Méeting, Baltimore, Maryland, November 
24-26, 1947, 

*From the Obstetric and Gynecologic Clinic of the Hospital of 
the University of Pennsylvania. For the preparation of data, 
the author is indebted to his associates, Drs. Paul Klingensmith 
and Merle Sharp, in collaboration with whom a more com- 
Prehensive report is being prepared. 
warner of Obstetrics and Gynecology, University of Pennsy]- 
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to receive “adequate” antepartum care. Nearly 
three-fifths of all cesarean sections are per- 
formed by the 9 members of the visiting staff, 
and the remainder by graduate residents in 
training. 


Incidence of Operation——Inasmuch as the 533 
cesarean sections under consideration were per- 
formed during a period in which 11,929 women 
were delivered in the clinic, the operative in- 
cidence was 4.5 per cent. This rate is not ap- 
preciably higher than the current average for 
Eastern university clinics, although it is above 
that obtaining in Philadelphia at large. It can 
be said to reflect a conservative surgical policy, 
having regard to the high proportion of Negroes 
in the clinic patronage and the large number 
of complex obstetric problems encountered. 


Indications for Operation (Table 1).— 
Dystocia, actual and potential, accounted for 
about three-fourths of the sections. The re- 
maining operations were performed for ante- 
partum hemorrhage of placental origin, and for 
various incidental or intercurrent medical com- 
plications of pregnancy, such as eclamptogenic 
toxemia, serious cardiac or hypertensive dis- 
ease, diabetes and similar conditions. Approxi- 
mately half the number of operations which 
were done for dystocia, or two-fifths of all 
operations, were performed after a preliminary 
trial and failure of labor. Many such trials of 
labor were long ones, but practically all of them 
were conducted in the clinic. Thus, there were 
few cases of “obstructed labor” admitted di- 
rectly to the clinic as emergencies. This favor- 
able circumstance is attested by the fact that 
during the decade under consideration resort to 
embryotomy was not necessary. 


Types of Operation (Table 2).—Despite the 
fact that two-fifths of the cesarean sections were 
performed only after the onset of labor, more 
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than half of them were of the corporeal type. 
These were carried out with adherence to a 
meticulous technic of suturing the uterine wound 
in layers. The remaining operations were mainly 
of the transperitoneal, low segment type. Only 
a few simultaneous hysterectomies were done, 
principally for fibroids. Extraperitoneal tech- 
nics of operation were not employed until 1946, 
and then primarily for instructional purposes 
rather than for presumptive or established intra- 
partum infection. 


Maternal Mortality (Table 3).—Two of the 
533 women who were operated upon died. 
These deaths occurred prior to 1942. There 
have been no deaths from any cause among 
the 377 women sectioned during the last 5 
years. This result represents an uncorrected 
operative mortality rate of 0.37 per cent for the 
decade in question. During the same period 
there were 19 maternal deaths from all causes, 
a clinic mortality rate of 0.16 per cent. In the 
city of Philadelphia the average annual ma- 
ternal mortality rate for the same period has 
been 0.26 per cent.t 


Infant Mortality (Table 3).—There were 54 
stillbirths and neonatal deaths among the in- 
fants delivered by cesarean section. As this total 





tDuring the last half of the decade under consideration (1942 
to 1946), the maternal mortality rate for the Clinic has 
averaged 0.10 per cent, and for Philadelphia 0.22 per cent. 
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includes pre-viable as well as viable infants, 
the uncorrected infant mortality rate for the 
533 sections was 10.2 per cent. This high rate 
reflects the serious character of many of the 
conditions for which the mothers were oper- 
ated upon, as is evident from the fact that the 
over-all uncorrected infant mortality rate in the 
clinic during the same period was 3.8 per cent, 
a figure comparing favorably with the parallel 
rate of 5.3 per cent for the city of Philadelphia. 


COMMENT 


The foregoing facts and considerations sug- 
gest two conclusions concerning the present 
and future status of cesarean section. 

The first concerns the current apparent 
“safety” of the operation, as confirmed by this 
and numerous similar recent reports. Various 
factors have been responsible for this improved 
condition. Among the more obvious may be 
cited: new operative technics; good pre- and 
postoperative care, especially in the prophylaxis 
and management of shock; good anesthesia; and 
the use of the sulfonamides and antibiotics. A 
basic factor, however, and one which has prob- 
ably not heretofore received proper emphasis, is 
the beneficial influence upon maternal mor- 
tality, and therefore indirectly upon _post- 
cesarean section mortality, of improved com- 
munity-wide obstetric services. By this is meant 
the improved quality of work done not only by 
medical specialists in the field but by all con- 
cerned with maternal welfare. It can be claimed 
that safety in the conservative employment of 
cesarean section in any hospital reflects the 
quality of obstetric skill and “conscience” 
among the physicians of the community in which 
the institution is located, as much as it does 
the competence of the particular hospital’s staff. 
In our own community we have seen maternity 
services for our most handicapped group of 
mothers, the Negroes, yielding results in terms 
of low mortality rates not conspicuously dif- 
ferent from those attainable with more favored 
groups.* Under such circumstances, it is in- 





tIn Philadelphia, a conspicuous elevation of the standards of 
obstetric practice over the situation obtaining a generation ago had 
already been attained at the beginning of the decade (1937-46) 
covered by this report. This achievement was the result of six 
previous years of self-educative effort on_the part of the city’s 
medical profession, acting through its Committee on Maternal 


Mortality under the able chairmanship of Dr. Philip F. Williams. 
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evitable that pregnant women who are destined 
to require cesarean section will reach hospitals 
in better condition to meet the normal risks 
of surgery than can otherwise be possible. 
Similarly, cesarean section can be employed both 
safely and infrequently, as has been shown here, 
without obligatory resort to extra-peritoneal 
technics of operation, to hysterectomy or to 
embryotomy. 


My second, and final reflection concerns the 
question of what role cesarean section should 
play in the future, now that it is a relatively 
“safe” procedure. Although its current safety 
naturally suggests that a wider resort to it might 
be permissible for the management of many 
vexatious obstetric problems, such a develop- 
ment would be very undesirable. Few can doubt 
that the operation renders women obstetric crip- 
ples for later pregnancies. Unless alternative 
measures are likely to be more crippling, there- 
fore, its employment should be as conservative 
as is feasible. In considering this question, the 
experiences of the maternity sections of our 
military hospitals during the recent war pose a 
lesson for all to ponder. These institutions pro- 
vided competent maternity services for thou- 
sands of women, and reported an astonishingly 
infrequent employment of cesarean section. Ad- 
mittedly, the patients who were cared for rep- 
resented, from the standpoint of physical health, 
an elite group among whom youth and other 
factors of natural and artificial selection were 
favorable influences. But the lesson is clear; 
deliberate cultivation and provision of many of 
these same influences for the prospective mothers 
of the country at large should be not only a 
desirable but an attainable long range ideal. If 
such benefits could be universally distributed, 
cesarean section would everywhere become not 
only a safe, but also a rare operation. 
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RATIONAL TREATMENT OF ANEMIA* 


By W. Hatsey Barker, M.D.t 
Baltimore, Maryland 


The title of this paper, the rational treatment 
of anemia, has been selected intentionally on the 
basis of the assumption on the part of the writer 
that “anemia” as such is perhaps the most ir- 
rationally treated “disease” in this country. 

First of all, we must consider that large group 
of patients who are empirically treated for 
anemia without benefit of blood count. The 
patient visits her doctor complaining of fatigue, 
lack of pep, and loss of interest in life. Her 
physician, taking a quick glance at her in a 
poorly lighted office, says, “Oh, you must be 
anemic,” and prescribes some concoction of liver 
and iron with a few vitamins thrown in for luck. 
Nine times out of ten, her blood count, if de- 
termined, would have been normal; nevertheless 
she is treated for anemia. Fortunately for her, 
these remedies are relatively innocuous so that 
little harm will ensue except for some indiges- 
tion from oral remedies or a moderately sore be- 
hind from parenteral therapy, not to mention the 
needless expense. 

So much for the intensive anti-anemic therapy 
of non-anemics. Now to turn to the relatively 
smaller group of patients who are actually 
afflicted with some form of anemia. Let us take 
a sample case. The Talquist paper hemoglobin 
chart gives a reading of about 60 per cent, a level 
sufficiently low, even on a crude scale, to justify 
a diagnosis of anemia. However, in many in- 
stances nothing further is done to determine 
the cause of the anemia on the one hand or the 
type of anemia on the other. The physician will 
merely tell the victim to take a concoction sim- 
ilar to the one already described, namely a mix- 
ture of iron, liver, and vitamins, possibly with 
the addition of folic acid in order to be ultra- 
modern. Besides the considerable outlay of cash 
entailed in the purchase of these “anti-anemic” 
oral medicaments, this same patient will probably 





*Read in General Clinical Session, Baltimore Day, Southern 
Medical Association, Forty-First Annual Meeting, Baltimore, Mary- 
land, November 24-26, 1947. : 

fAssistant Professor of Medicine, Johns Hopkins University 
School of Medicine. 
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be instructed to return to the physician’s office 
once or twice a week for an injection of liver ex- 
tract (with or without supplements) to the tune 
of five or ten dollars per week. Surely “bleeding” 
the patient in this manner can scarcely be re- 
garded as a rational form of treatment for his 
anemia, even though in certain instances his 
hemoglobin may return to normal as a result of 
one of the ingredients contained in such a hetero- 
geneous mixture. Had more attention been de- 
voted to determining the type of anemia from 
which he was suffering, it might well have been 
possible to bring his blood count back to normal 
with two or three relatively inexpensive iron 
tablets a day or a single injection of a purified 
non-irritating liver extract once or twice a month. 
In other words, not only the rational treatment 
but also the reasonable treatment of anemia de- 
pends upon the determination of the cause, to- 
gether with the correction of this when possible, 
and the type of anemia to serve as a basis for the 
selection of an appropriate anti-anemic remedy. 


The simplest classification of anemias from 
both the morphological and the therapeutic 
angles is based upon the size of the erythrocyte. 
Thus we may subdivide the majority of the 
anemias into three groups: microcytic when the 
cells are smaller than normal, normocytic when 
the cells are normal in size, and macrocytic when 
the average cell volume is greater than normal. 
Further subdivision, based upon the hemoglobin 
content of the erythrocytes, may be made into 
two chief groups: normochromic when the hemo- 
globin concentration is normal, even though the 
cells may be larger or smaller than normal, and 
hypochromic when the hemoglobin concentration 
is reduced. No elaborate equipment is required 
to determine these various indices. A centrifuge, 
hematocrit tube, hemoglobinometer, counting 
chamber with accompanying pipettes, slides, 
cover-slips, and a few simple solutions will suf- 
fice. It is amazing how much one can determine 
about the blood picture in an individual case by 
merely spinning a hematocrit tube of freshly 
drawn oxalated blood in the centrifuge for thirty 
minutes and the examination of a stained blood 
smear. The volume of packed red blood cells 
in the hematocrit tube along with the appear- 
ance of the erythrocytes in the stained film will 
tell the trained observer at once whether anemia 
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is present or not and whether the red cells show 
any significant deviation from the normal as 
regards size, shape, and hemoglobin concentra- 
tion. The volume of packed white blood cells 
will give some indication as to the presence of 
leukocytosis or leukopenia, while the types of 
leukocytes in the smear will give much informa- 
tion regarding the white blood cell picture. The 
stained smear will also give a good idea regard- 
ing the blood platelets, that is, whether these 
elements are normal, reduced, or increased in 
numbers. The icteric index, determined from 
the supernatant plasma in the hematocrit tube, 
will prove useful in detecting subclinical jaundice 
such as may be present in certain hemolytic 
anemias. When deviations from the normal are 
noted in the hematocrit tube or the blood smear, 
then further blood studies including erythrocyte 
and leukocyte counts, hemoglobin determination, 
differential count, platelet count and reticulo- 
cyte count are indicated, and in certain instances 
more elaborate tests such as the van den Bergh 
test, fragility test, fresh blood preparation for 
sickling, and examination of the sternal marrow 
by puncture or actual biopsy must be carried out. 
For such specialized procedures, to be sure, the 
services of an experienced hematologist are de- 
sirable. Yet let me emphasize once more that 
the great majority of anemias encountered in 
practice may be readily identified and classified 
by the relatively simple laboratory procedures 
already described, procedures which can be car- 
ried out rapidly and easily by any practicing 
physician with or without the aid of a tech- 
nician. Such simple laboratory procedures sup- 
plementing a careful history and physical ex- 
amination should permit the physician to arrive 
at an accurate diagnosis in the majority of his 
anemic patients and thereby furnish the basis for 
a rational plan of therapy. 


HYPOCHROMIC MICROCYTIC ANEMIA 


Undoubtedly the most common form of anemia 
encountered in medical practice is the hypo- 
chromic microcytic anemia resulting in the ma- 
jority of cases from chronic blood loss with de- 
pletion of the iron reserves of the body. The 
source of the blood loss may be obvious, for 
example: nosebleeds, bleeding hemorrhoids, men- 
orrhagia, repeated gastro-intestinal hemorrhages; 
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or obscure, as for example long-continued oozing 
from an ulcer or neoplasm in the gastro-intestinal 
tract. Elimination of the cause of the blood loss 
by medical or surgical measures is of course im- 
perative when practical. Correction of the anemia 
itself depends upon the simple expedient of ad- 
ministering iron by mouth. In general, ferrous 
salts are more efficient than ferric salts although 
the latter in adequate dosage are entirely effec- 
tive if better tolerated by the patient. Ferrous 
sulfate, 0.6 to 1.2 grams per day, is the prepara- 
tion most widely used, the medication often being 
administered in enteric-coated tablets to avoid 
gastric irritation. Where ferrous sulfate is poorly 
tolerated, ferrous gluconate may in some in- 
stances be taken with impunity. When gastric 
achlorhydria is present, the administration of 
hydrochloric acid with meals is justifiable in 
order to improve the absorption of iron. Hypo- 
chromic microcytic anemia may develop in 
achlorhydric patients without the added factor 
of chronic blood loss. These cases, spoken of as 
simple achlorhydric anemia, respond well to the 
concomitant administration of iron salts and 
hydrochloric acid although the latier medication 
is not actually necessary if iron is given in suf- 
ficiently large doses. Occasionally individuals 
on grossly deficient diets will develop hypo- 
chromic microcytic anemia as a result of inade- 
quate intake of iron. This anemia also responds 
well to orally administered iron salts. With the 
possible exception of these nutritional anemias 
where a mixed deficiency may well exist, there is 
no convincing evidence that the addition of liver 
extract, folic acid, or other vitamins will bring 
about more rapid or more complete recovery than 
the administration of iron alone. Thalassemia, 
also known as Cooley’s anemia and Mediterra- 
nean disease, is the only hypochromic microcytic 
anemia which fails to respond to iron. 


MACROCYTIC ANEMIAS 


Of the macrocytic anemias (or large cell type), 
pernicious anemia is by far the most important 
and interesting disease. Its chief features are 
familiar to all of you: pallor, mild icterus, pal- 
pitation, fatigue, sore tongue (which may often 
be present), and the neurological changes with 
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degeneration in the pyramidal tracts and the 
posterior columns giving rise to the neurologic 
signs and symptoms. The disease is characterized 
by spontaneous remissions and exacerbations 
which may go on for many years, some patients 
having survived for as long as ten or fifteen years 
before the accepted treatment was discovered. 
To call this anemia pernicious, however, has 
now become incorrect, since it is today the 
anemia that responds most favorably to therapy. 
Successful treatment of pernicious anemia be- 
gan twenty-one years ago when Minot and 
Murphy demonstrated the value of feeding whole 
liver in the treatment of pernicious anemia. 
Progress after 1926 was rapid, from whole liver 
to oral and then parenteral liver extracts, and 
the development by Castle of the theory that 
the liver principle resulted from the interaction 
of an intrinsic (or gastric) factor with an ex- 
trinsic food factor. Subsequently desiccated hog 
stomach was found to be very effective in the 
treatment of pernicious anemia but proved rather 
unpleasant to take and has therefore been more 
or less abandoned for all practical purposes. Liver 
extract may be administered orally, intra- 
muscularly, or intravenously. For parenteral ad- 
ministration, the extracts have been purified to 
the point where we now have preparations with 
as high as 15 or 20 so-called units per c. c. These 
purified extracts are preferable to the crude ex- 
tracts in the treatment of pernicious anemia as 
they are much less irritating to the patient, cause 
less pain at the site of the injection, and there 
is less danger of hypersensitivity’s developing. A 
unit may be defined as the amount of liver ex- 
tract, which when given daily to a patient with 
uncomplicated pernicious anemia, will produce a 
satisfactory remission. However, in treating a 
patient in relapse one gives much larger amounts, 
for example: 15 units a day for ten days, and 15 
units twice a week until there is a return of the 
blood picture to normal. After that, the main- 
tenance dosage must be worked out for each 
individual patient. Roughly one unit per day 
given in an injection of 15 units every two weeks 
to 45 units every six weeks, intramuscularly, will 
maintain the majority of patients at a normal 
level. The criterion of successful therapy is not 
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only the maintenance of a normal hematocrit 
level but freedom from macrocytosis. The neuro- 
logical complications require more intensive 
therapy during the first year at least. The dosage 
selected is the equivalent of four times as much 
as the ordinary maintenance dose of liver extract 
and after the first year about twice the ordinary 
maintenance dose. In other words, it has often 
been found necessary to use 2 units per day to 
keep these patients free from relapse. It has 
been established that purified extracts are just as 
effective in promoting improvement in neurologic 
changes and in preventing them as are the crude 
extracts. Therefore, we can use the much less 
irritating purified products to advantage. In 
patients with neurologic involvement, physio- 
therapy should be used as a supplement to spe- 
cific therapy for the anemia. At the present time, 
folic acid should be used as a substitute for liver 
extract only in patients who do not tolerate liver 
injections because of hypersensitivity reactions. 
However, until its value as far as maintaining a 
normal blood count and preventing neurologic 
changes over long periods has been established, 
folic acid should not replace parenteral liver ex- 
tract as the ideal treatment for pernicious 
anemia. As a matter of fact, reports have already 
appeared suggesting that the neurologic symp- 
toms and signs may progress even though the 
blood count is maintained at a normal level on 
folic acid therapy. Folic acid is not a safe sub- 
stitute for liver extract in the treatment of 
pernicious anemia. 


The macrocytic anemia of sprue is the second 
type that we may consider. The chief complaints 
are diarrhea, glossitis, stomatitis and flatulence, 
while anemia may be only a late manifestation. 
By feeding a high protein, high monosaccharide, 
low fat, low polysaccharide diet and by supple- 
menting this diet with injections of liver extract, 
the majority of patients may be kept not only 
free from anemia but free from the other symp- 
toms as well. The diet alone may control symp- 
toms in milder cases, but this is not sufficient in 
the more severe cases. Folic acid has been used 
in the treatment of sprue with varying results. 
The results were disappointing in our hands when 
compared with the effect of liver extract, but 
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the folic acid was given by mouth and the dosage 
was perhaps too small. The literature is full of 
enthusiasm for the treatment of sprue with folic 
acid and further trial is certainly indicated. 


Macrocytic anemia in association with intes- 
tinal strictures or anastomoses may respond well 
to liver extract. In other instances, the anemia 
has been reported to have disappeared following 
resection of the stricture or taking down the 
anastomosis. 


Next there is a group of tropical macrocytic 
anemias and pernicious anemia of pregnancy 
which are very closely related and are thought 
to be due to a deficiency of some dietary sub- 
stance which is not necessarily present in purified 
liver extract. Macrocytic anemia of pregnancy, 
tropical macrocytic anemia, and nutritional 
macrocytic anemia will not always respond to 
the purified extracts but may respond to crude 
liver extract or large amounts of whole liver by 
mouth. It is possible that folic acid may prove 
to be the most important factor in the treat- 
ment of these anemias since the early reports 
have been highly encouraging. Macrocytic 
anemia in patients with liver disease shows a 
relatively poor response to liver therapy, either 
oral or parenteral. It seems likely that the liver 
is a very important organ in the utilization and 
storage of the antipernicious anemia principle in 
liver extract. Macrocytic anemia occasionally is 
encountered in patients with carcinoma of the 
stomach and after total gastrectomy. It is not 
common but it has been reported and it may or 
not respond to liver extract. Achrestic anemia, 
first described in England, may respond tem- 
porarily to liver therapy, but eventually trans- 
fusions are required. It has been postulated 
that there is an inability to utilize the liver prin- 
ciple in these cases, hence the name. 


NORMOCYTIC ANEMIAS 


Paradoxical as it may seem, many of the 
normocytic anemias in which the red cells are 
essentially normal in size, shape, and hemoglobin 
content, remain refractory to all known methods 
of anti-anemic therapy except transfusions which 
are at best of only temporary value in the ma- 
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jority of such cases. These normocytic anemias 
include the majority of aplastic anemias, myel- 
ophthisic anemias (due to fibrosis of bone mar- 
row, invasion of the marrow by tumors, either 
primary or metastatic, or leukemia), and simple 
chronic anemia occurring in renal disease, malig- 
nancy, and chronic infections. Treatment of the 
infections with antibiotic drugs is of course in- 
dicated, as is removal of the patient from .x- 
posure to such toxic substances as benzol com- 
pounds or heavy metals. 


On the other hand, the normocytic anemia of 
acute blood loss may be expected to disappear 
spontaneously if the source of hemorrhage can be 
eradicated, while certain hemolytic anemias, 
notably congenital hemolytic jaundice, may re- 
spond to splenectomy. Splenectomy may also 
prove curative in thrombocytopenic purpura with 
its associated anemia. The normocytic anemia 
of myxedema is usually relieved by the adminis- 
tration of thyroid extract. However, the anemia 
in hypothyroidism may be either hypochromic 
or macrocytic; under such circumstances thyroid 
extract should be supplemented with iron or liver 
extract as the case may be. Vitamin C therapy is 
obviously indicated in scurvy in order to arrest 
blood loss as well as to promote healing of the 
other lesions. Apart from vitamin C and folic 
acid, vitamins play no essential role in the treat- 
ment of anemia, current advertising and mis- 
guided therapeutic trends notwithstanding. 


CONCLUSION 


In conclusion, it may be reemphasized that 
there are simple methods for differentiating the 
various types of anemia and thereby establishing 
a rational basis for treatment. Removal of the 
cause of the anemia, when possible, and adminis- 
tration of the appropriate anti-anemic remedy 
are the two most important points in therapy. 
It is my firm conviction that what should be the 
bulwark of medical democracy in this country, 
namely the members of the Southern Medical 
Association, will agree that such totalitarian 
methods as “bleeding” the patient by means of 
“shot-gun” technics must cease. 
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THE PREVENTION OF HEAT PROSTRA- 
TION BY USE OF VITAMIN C* 


By W. L. WEAvErR, M. D. 
Richmond, Virginia 


In 1938, Foulger of the Haskell Laboratory 
of Industrial Toxicology, demonstrated that cir- 
culatory collapse induced by certain chemicals 
could be prevented both in laboratory animals 
and industrial workers through the addition of 
vitamin C in amounts up to 100 mg. to the diet. 
Since the symptoms and findings of heat exhaus- 
tion resemble those of circulatory collapse, it 
was reasoned that ascorbic acid might be used 
as a preventive against heat illness in industrial 
workers exposed to high temperatures and high 
humidity in whom heat exhaustion occurred in 
a known incidence. 


During the summer of 1939, an opportunity 
arose to test this theory under controlled con- 
ditions. 

In a large room, a group of workers (42 in 
number) engaged in the manufacture of a cel- 
lulose product, were routinely exposed to a tem- 
perature varying from 95 to 100° Fahrenheit 
with a relative humidity of 50. These men 
worked five days a week, eight hours a day. 
Heat exhaustion was known to occur in them. 
It became necessary to repair the ventilating 
system consisting of ducts and vents located 
near the ceiling of this room and the repair 
work had to go on during operation of this area. 
Maintenance workers from outside the area were 
brought in to do the repair work. It was de- 
cided to give the maintenance group 100 mg. of 
vitamin C daily and to use the regular opera- 
tors as a control. Both groups were to receive 
seven grains of sodium chloride with three grains 
of dextrose hourly in the form of tablets. Both 
groups had physical examinations given them 
during the previous month and with the ex- 
ception of minor defects, were essentially nor- 





*Read in Section on Industrial Medicine and Surgery, Southern 
Medical Association, Forty-First Annual Meeting, Baltimore, Mary- 
land, November 24-26, 1947. 
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mal. The average age of the maintenance group 
was about nine years older than that of the 
operating or control group. The operating or 
control group had moderate physical labor to 
perform, whereas the maintenance workers had 
to perform hard physical work in awkward po- 
sitions. 

Due to the impairment of ventilation during 
this period, both temperature and humidity 
was elevated over a normal standard in the con- 
trol group. The highest temperature to which 
they were exposed was 105° and the highest 
relative humidity was 84. Since the mainten- 
ance group was working next to the ceiling, 
they were exposed to temperatures from 100 
to 120° Fahrenheit. During the same period, 
the outside temperature recorded a high of 92° 
with a relative humidity of 90. The lowest rela- 
tive humidity registered on the outside was 62 
as recorded by the Government Weather Bureau. 


The maintenance group (31 men), were given 
100 mg. of ascorbic acid in tablet form at 8:00 
a.m. before going to work. At 11:30 a.m., blood 
pressures were taken in the sitting positions 
after a five-minute rest period. The highest 
systolic pressure was 138, the lowest recorded 
was 102. The highest diastolic was 94, the 
lowest 62. One individual’s diastolic pressure 
rose from 86 to 94, but this followed a week- 
end of drinking and was attributed to alcohol 
rather than heat. 

During the 29 days that it took to finish 
this maintenance project, not one man receiv- 
ing ascorbic acid in addition to sodium chloride, 
developed symptoms or findings of heat illness. 


In the control group of 42 workers who re- 
ceived salt only, nine cases of heat exhaustion 
developed. These cases were not severe, inca- 
pacitating the employee for the rest of the day 
and thereafter necessitating several days of light 
work in a cooler area. Relatively few of these 
cases were accompanied by muscle cramps. 

Following this period of controlled test for 
29 days, all workers in this particular area were 
placed on 100 mg. of ascorbic acid. No cases 
of heat illness developed thereafter in these 
operators. In other areas where heat was a 
factor, namely: in the power house, the dryers, 
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in the yard force exposed to summer heat and 
in certain locations of the chemical areas, heat 
exhaustion cases continued to occur in propor- 
tion to the rise in temperature, humidity, and 
physical labor performed, in spite of what we 
considered adequate salt intake. 

Therefore we made available to all employees 
exposed to heat 100 mg. of ascorbic acid. As 
our employees became educated to the value 
of these tablets, our cases dropped in number. 
In 1938, previous to adopting this program, 
there were 27 cases which we recognized as heat 
exhaustion; in 1941, eight cases; in 1942, five 
cases, and in 1946 and 1947 no cases occurred. 
During these last two years, our educational 
program was intensified, and under direct su- 
pervision we gave these tablets to all employees 
who were exposed to degrees of heat sufficient 
to cause heat illness. 


For reasons other than heat prostration, we 
added the B complex and A and D to the 
tablets in 1942. These multiple vitamin tab- 
lets were made available to more than 5,000 
employees, about one-fourth of whom were ex- 
posed to heat which could under the right cir- 
cumstances produce heat prostration. 

In conclusion, thirty-one workers were ex- 
posed to temperatures and humidity conducive 
to the development of heat prostration for 
twenty-nine days. One hundred mg. of ascorbic 
acid was given daily to each of these workers. 
No case of heat illness developed in this group. 
Nine cases of heat prostration developed in forty- 
two workers in the same area exposed to a 
slightly lower temperature for the same period 
of time, who were given no ascorbic acid. No 
case of heat prostration has developed in any 
worker who has taken vitamin C, 100 mg. daily 
since this program was instituted in 1939. 


Spruance Rayon Plant 





DISCUSSION (Abstract) 





Dr. Carl A. Nau, Galveston, Tex—I should like to 
ask Dr. Weaver his explanation for his results. 


Dr. Weaver—I am unable to give any explanation 
for the observation that vitamin C in 100 milligram 
doses prevented heat prostration. A group of medical 
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investigators in South Africa found a high incidence 
of scurvy in the native workers who were exposed to 
high temperatures in the mines. They concluded that 
this was due to the loss of vitamin C in perspiration. A 
group of American workers were reported to show 
little or no loss of vitamin C in the sweat. A Canadian 
worker recently has claimed that vitamin C plays a 
part in the maintenance of normal blood vessel tone 
through interaction with the hormones of the cortex 
of the suprarenal glands. 


Dr. Nau—In the one case to which you gave 300 
milligrams, did you follow the blood pressure and 
capillary changes? 


Dr. Weaver.—That case was not followed. He was 
a sub-contractor and therefore we had no physical ex- 
aminaton on him when he was employed. He was 
brought to our medical department at 3:00 p.m. in 
collapse and was cyanotic. Respiration was around 40 
per minute. The blood pressure was 144/120. The 
pulse was extremely rapid and thready. He was given 
500 milligrams of vitamin C in solution in the vein very 
slowly. At 6:00 p.m. he was able to walk to a car 
and be transported home. He worked the next day at 
his regular work. Since the job was finished this day, 
he was not seen again. 


In heat prostration you may find a rise in both 
systolic and diastolic pressure, or a drop in systolic and 
a rise in diastolic pressure, or you may have a drop in 
both systolic and diastolic pressure. 
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The usual case of heat prostration is treated by giving 
intravenously 1,000 c. c. of 5 per cent glucose in normal 
saline solution to which is added 500 milligrams of 
vitamin C and one of the preparations of B-complex 
which are put up for intravenous use. I was afraid to 
give intravenous fluid in this case, however. 


Dr. Alexander Tish, Washington, D. C—It would be 
interesting to hear if in these cases of heat prostration 
the vitamin C blood level was determined. If there 
were any such determinations, did you find a drop in 
the vitamin C blood level, rather than an increase in 
the excretion of vitamin C by way of the skin? 


Dr. Weaver—Some American investigators do not 
find any appreciable change or loss of C in the blood 
during heavy sweating. 


Dr. Tish—I do not understand the rationale for using 
vitamin C. More experiments should be conducted to 
explain the physiologic mechanism and to determine 
perhaps whether there is such a thing as susceptibility. 


Dr. Weaver (closing)—In dealing with industrial 
workers, we are usually unable to obtain many blood 
samples. Workers object. 


The use of vitamin C to prevent heat prostration is 
purely clinical. It is effective with us in controlling 


heat prostration. It has been effective in other locations 
when used on my recommendation. During periods of 
high humidity and high temperature, we give our 
workmen these tablets and watch while they are taken. 
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EDITORIAL DEPARTMENT 





DIAGNOSIS OF ABNORMAL PREGNANCY 


A wonderful advance for physiology and for 
clinical diagnosis was the discovery of the sud- 
den tremendous increase in excretion of anterior 
pituitary follicle-stimulating hormone which fol- 
lows fertilization of the human ovum. Its im- 
mediate practical result was, of course, the 
establishment of the value of the Aschheim- 
Zondek pregnancy test. Recent work of Zondek! 
and his associates would seem further to sustain 
the conception that quantitative estimations of 
the anterior pituitary-like follicle stimulating 
hormone are of value in cases of threatened 
abortion and to indicate fetal death. If the 
hormone output is low, Zondek believes that the 
pregnancy should be terminated. In these cases 
it is a waste of the patient’s time to keep her in 
bed or under treatment. Zondek and associates 
have made another contribution to this subject 
by a description of a roughly quantitative 
method of measuring hormone output using 
young rats. Hormone quantity has been esti- 
mated by them in a considerable number of 
cases of threatened abortion and fetal death. 


An exceedingly high output of prolan has 
long been accepted as diagnostic of hydatid mole 
and chorionepithelioma, and it has been sug- 
gested that a very high output, but lower than 
that of mole, indicates an abnormal pregnancy 
which will not or should not go to term. In 





1. Zondek, Bernhard; Sulman, Felix; and Black, Ryvka: 
Hormonal Test for Fetal Death in Disturbed Pregnancy. J.A.M.A., 
136:965 (April 10) 1948. 
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diabetic pregnancies prolan output is apt to be 
high. Sometimes estrin therapy will lower this. 
These are matters worthy of study. As the 
method of measuring prolan becomes simplified, 
quantitative estimations will probably become 
routine in prenatal clinics, as indicative of the 
normality of the gestation. Prolan levels will 
probably be shown to bear acutely also upon 
problems of sterility. 





HOSPITAL FINANCING 


Whoever controls the hospitals, says the 
British Medical Association,! controls the prac- 
tice of medicine. Americans are keenly interested 
in the results of the dispute of the Association 
with the National Health Service Act. On July 
5 next by this act the Ministry of Health will 
attempt to put the majority of English hospitals 
wholly under government control. 


Hospital management of recent years has be- 
come a highly technical big business involving 
collection and expenditure of large sums of 
money. In the first quarter of this century many 
small hospitals in the United States were owned 
and operated by physicians. Because of the 
continually increasing cost of their maintenance, 
few of these now remain under private man- 
agement. They have been endowed and are 
directed or owned by churches, industries, medi- 
cal schools, municipal authorities or the Federal 
government. The trend of their control has 
moved toward lay hands. The per patient cost 
for hospital care is tremendous, as are also the 
bills paid by private patients, to whom these 
costs are usually a severe hardship. Hospital 
service is by far the greatest item financially of 
medical care. A patient seriously ill, who has 
proper hospitalization and special nursing over 
a period of a month, will run up a bill far in 
excess of the per capita wealth in the United 
States; and despite these seemingly enormous 
charges few of the hospitals can operate without 
outside assistance or an endowment fund. 


Hospitals have sought to increase their col- 
lections in various ways, through some of which 
it is complained that they are encroaching upon 





1. Editorial: The Independence of Medicine. 
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the practice of medicine. At the last meeting of 
the Southern Medical Association a resolution, 
introduced by Dr. Ray M. Bobbitt, Huntington, 
West Virginia, Chairman of the Committee on 
Relationship between Physicians and Hospitals, 
was passed condemning the activity of hospitals 
in this regard. The same matter has been 
brought officially before the American Medical 
Association. Attention has been called to the 
not infrequent practice of hospitals of employing 
a pathologist, radiologist, anesthetist, sometimes 
a physical therapist, at a salary, collecting from 
the patient a bill for these medical services. 


Medicine is practiced similarly at times by 
medical schools which may employ specialists 
on a salary whose collections then are made for 
the general fund of the medical school. The 
medical school, like a large industrial corpora- 
tion, has at times taken out patients to control 
and profit by discoveries made by its faculty. 


The cost of medical education for the student 
is high and continually increasing, as is the re- 
quired time of a specialist’s training. The term 
of waiting for the young physician before the 
beginning of his period of earning grows always 
longer; the duration of his earning period, grows 
consequently shorter. He should not lose the 
financial fruit of his labor during his time of 
adequate income. 


In America there is no quarrel between phy- 
sician and hospital management. Each has been 
anxious to help the other. However their re- 
lations have considerably changed in the past 
quarter century and will doubtless continue in 
a state of flux. Hospital management in this 
country is competitive in the sense that hos- 
pitals still have many owners, rather than one. 
In normal times they compete with one another. 
They are not dominated by one “omniscient, 
omni-incompetent state,” to quote a phrase of 
the British Medical Journal' with no reflections 
upon the government of this country. These 
various trends should be considered by those 
interested in the physician’s welfare, and in 
maintaining such a position in the communi.y 
for him as will continue to attract the ablest men 
into the profession. 


1. Editorial. Tyranny in the University. Brit. Med. J., p. 552 
(March 20) 1948. 
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CHICKENPOX PREVENTION 


Immune sera present reactions very interest- 
ing to the bacteriologist, and their clinical use 
also for a while was extensive. Such products 
as tetanus and diphtheria antitoxins and pneu- 
monia antisera were administered in greatest 
quantity up to the period of the last war. Dur- 
ing the past ten years, diphtheria and tetanus 
toxoids, much simpler bacterial extracts with- 
out blood serum admixture, have superseded the 
antitoxins in prevention of these two diseases. 
Pneumonia treatment now depends chiefly upon 
chemical therapy with the sulfa drugs or mold 
filtrates such as penicillin. So-called passive im- 
munization by serum therapy has fallen more 
and more into disuse, although vaccination as a 
prophylactic measure in such diseases as the 
typhoids, smallpox and many other infections 
has been most beneficial. Specific therapy and 
preventive measures for the large field of virus 
diseases remain largely unsuccessful. 

Measles, a virus disease, may be prevented or 
modified by administration of immune serum 
or human globulin, according to Hyman.! 
Hyman lists thirty or more infectious diseases 
for which immune serum has been administered, 
in most of which it is not advocated. Chicken- 
pox is one of the diseases listed by him as not 
benefited or prevented by immune serum or 
human globulin. Funkhouser? recently has re- 
ported upon the successful use of this product in 
the attempt to prevent chickenpox in a crippled 
children’s convalescent home in Atlanta. 


Chickenpox is a virus disease to which most 
of the population is highly susceptible, an at- 
tack of which gives a lasting immunity. During 
four separate episodes following entrance of a 
case of chickenpox into the institution, the 
remaining susceptible children were given gamma 
globulin by Funkhouser. Children under one 
year old received 2 c. c., presumably of the com- 
mercial product, and the dose was increased up 
to 5 c. c. depending upon age. Children six 
years old and over received the maximum dose. 
A total of 77 susceptible children were treated 
with human gamma globulin as soon as the 


1. Hyman, Harold Thomas: An Integrated Practice of Medicine. 
Vol. I, p. 82. Philadelphia and London: W. B. Saunders Com- 
pany, 1946. 


2. Funkhouser, William Littell: The Use of Serum Gamma 
Globulin Antibodies to Control Chicken Pox in a Convalescent 
Pediatrics, 32:257 (March) 1948. 


Hospital for Children. J. 








484 


presence of chickenpox was discovered in the 
institution. Seventy of these were reported as 
completely protected and immune, probably for 
a period of six months. They did not develop 
chickenpox. New children were admitted 
freely to the institution and permitted to use 
its wards and corridors after globulin injection. 
The same attendants cared for all. Only three 
cases of chickenpox developed among the 
seventy-seven treated exposures. Funkhouser be- 
lieves that this material effectively prevented 
chickenpox in the institution. 

Globulin,! it will be recalled, is a saline soluble 
protein of blood, in contrast to albumin, the 
water soluble protein. Gamma globulin is the 
slowest moving globulin in an electric current. 
If its effectiveness in prophylaxis is confirmed, 
it is a biological product capable of prevention 
of two viral diseases, measles and chickenpox. 
Because the viral diseases have resisted the in- 
tensive therapeutic bombardment of the war 
years, evidence of an efficient preventive is of 
particular interest. 


Re-examination of the effects of globulin in 
mumps and polio prevention may be in order. 
Because the whole population is not susceptible 
to these diseases studies in an institution or 
outside are much more difficult to evaluate. The 
Atlanta children had the advantage of globulin 
injection immediately upon exposure or shortly 
before it. The effects in many cases may be very 
fleeting. This mechanism of globulin prevention 
of a viral disease would seem to be worthy of 
intensive study, since other attempts at anti- 
sepsis and vaccination against these have failed. 





TWENTY-FIVE YEARS AGO 
FroM JOURNALS OF 1923 


Use of Transfusion2—Blood transfusion is * * * too 
frequently resorted to as a last desperate hope * * * 
Its final value will not depend on the cases of gastric 
ulcer snatched from death * * * nor the occasional 
miraculous recovery of a pernicious anemia patient * * * 
In haemophilia, purpura hemorrhagica, hemorrhagic 
necrosis * * * and again its role in such chronic infec- 
tions as tuberculosis might be found to be not entirely 
useless. 





1. Council on Pharmacy and Chemistry of A. M. New 
and ——— Remedies, p. 425. Philadelphia, 4 
Montreal: J. B. Lippincott Co., 1947. 


sons Skinner, E. F.: Blood Transfusions. Lancet p. 751 (May) 
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New Remedy.1—The following articles have been ac- 
cepted as conforming to the rules of the Council on 
Pharmacy and Chemistry of the American Medical 
Association. 

Insulin. An aqueous solution of an active principle 
from pancreas which affects sugar metabolism. The 
strength of insulin is expressed in “units”, one unit 
being one-third the amount required to lower the blood 
sugar below 0.045 per cent and cause convulsions in 
a rabbit weighing two kilograms which has been 
previously starved for twenty-four hours. 

Insulin Toronto.——A brand of insulin. 


Iletin (Insulin Lilly) .? 


Anaphylaxis3—One of the characteristics of canine 
anaphylaxis is development of a hemorrhagic lesion in 
the intestinal mucosa * * * usually confined to the upper 
half or two-thirds of the small intestine * * * may ex- 
tend to the ileocecal valve * * * most marked in the 
duodenum. In the mild type, although the mucosa is 
markedly hemorrhagic, little or no blood escapes into 
the lumen. In severe shock, the lumen may be full of 
blood. The characteristic lesion in canine anaphylaxis is 
a stasis and marked edema of the intestinal mucosa 
followed by epithelial desquamation, hemorrhage and 
superficial necrosis during the later stages of the shock. 
The lesion is due to a prolonged contraction of the 
intestinal musculature increasing the intra-intestinal 
pressure sufficiently completely to stop the circulation in 
the mucosa during the period of low arterial blood 
pressure. 


Russian Health4—As public health adviser to the 
Russian Commission of the National Information 
Bureau, I have had the opportunity of making a survey 
of health conditions in the larger cities, in normal dis- 
tricts and in the famine districts of Russia * * * In the 
last five years * * * there have been twenty-five million 
cases of typhus alone * * * Malaria is widespread. In 
December eight million cases registered * * * medicines 
are in small quantities or entirely lacking * * * surgical 
instruments are worn beyond the possibility of repair. 
Great numbers of physicians and nurses have died fight- 
ing the epidemic * * * an earnest effort is being made 
by the * * * Medical Division of the Friends Service 
Committee (Quakers) to collect money, clothing, instru- 
ments, books and journals for our medical colleagues in 
Russia. 


Famine and Communicable Disease.5—Professor Otto 
of Germany presented this motion at the meeting of the 
Health Section of the League of Nations held at Warsaw 
March 22, 1922 * * * of all countries in Eastern Europe 





1. Puckner, W. A.: New and Nonofficial Remedies. J.A.M.A., 
80:1617 (June 2) 1923. 

2. Idem. p. 1851 (June 23). 

3. Manwaring, W. H.; Beattie, A. C.; and McBride, R. W.: 
Intestinal Lesion in Anaphylaxis. J.A.M.A., 80:1437 (May 19) 
1923. 


4. Eversole, 
80:1475 (May M9) Ciah 

5. Editorial. Famine and the Incidence 
Disease. J.A.M.A., 80:1457 (May 19) 1923. 


Aid for Russian Physicians. J.A.M.A., 


of Communicable 
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Russia has suffered most from epidemics during the 
last four years, during which about seven million cases 
of typhus and relapsing fever were officially reported, 
without counting the figures for the Red Army * * * 
The cholera epidemic which broke out in 1921 when 
176,885 cases were officially reported has proved the 
most deadly visitation for many years * * * absolute 
famine * * * is involving eight million of the inhabitants 
of the Southern Ukraine and there is * * * no provision 
made to provide food from abroad * * * local resources 
are nearing an end. 





Book Reviews 





Diseases of the Nose, Throat and Ear. By William Lin- 
coln Ballenger, M.D., F.A.C.S., Late Professor, School 
of Medicine, University of Illinois, Chicago; and How- 
ard Charles Ballenger, M.D., F.A.C.S., Associate 
Professor and Acting Chairman of the Department 
of Otolaryngology, Northwestern University School 
of Medicine, Chicago. Assisted by John Jacob Bal- 
lenger, B.S.. M.D., Research Fellow in Otolaryn- 
gology, Northwestern University School of Medicine, 
Chicago. Ninth Edition. 993 pages, 597 illustrations, 
16 in color. Philadelphia: Lea & Febiger, 1947. 
Price $12.50. 

This standard text covering the field of otolaryngol- 
ogy has been thoroughly revised and partially re- 
written. Obsolete matter has been eliminated and much 
new material added. A new chapter on headaches and 
neuralgias of the face and head has been included 
which helps clarify these diverse and often baffling 
problems. Rhinoplastic reconstruction is ably described 
and the steps illustrated. Dr. J. D. Kelly has revised 
his technic of arytenoidectomy for bilateral paralysis 
of the recurrent laryngeal nerves in this edition. Dr. 
Alfred Lewy has revised the chapters on “Physiology and 
Functional Tests of the Labyrinth” and “Inflammatory 
Diseases of the Labyrinth.” Drs. Gabriel Tucker and 
C. L. Jackson have also revised their chapters on 
“Peroral Endoscopy.” 

This has been considered a leading text and refer- 
ence work for many years. It is comprehensive, easy 
to read and its teachings are based on a broad clinical 
background. Bronchology, esophagology and gastros- 
copy are included in its subject matter. 





Ear, Nose and Throat—Symptoms, Diagnosis and Treat- 
ment. By George D. Wolf, M.D., Assistant Clinical 
Professor of Otolaryngology, New York Medical Col- 
lege. 523 pages with 149 illustrations, 25 in color. 
Philadelphia: J. B. Lippincott Company, 1947. Price 
$10.00. 

This book is intended for students, teachers and 
practitioners who desire a more extended as well as a 
more advanced view of the subject than the novice 
does, and yet who do not wish to become enmeshed 
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in a welter of details. For better orientation, symptoms 
rather than diseases are used as the topical basis for 
discussion. 

The section upon nose, throat and larynx has chap- 
ters upon emergencies, headaches, vertigo, obstructed 
nasal breathing, and other symptoms. 

The ear is divided into discussions of earache, chronic 
otorrhea, and so on. 

A section upon other conditions met in otolaryn- 
gology includes the salivary glands and excessive lacri- 
mation. 

Facial plastic surgery, facial malformations and minor 
plastic surgery occupy a section. 

Subjects related to otolaryngology such as barotrauma 
and allergy are also covered. 

The importance of detailed history is stressed and 
only those treatments which have proved: effective in 
practice have been included in the book’s therapeutics. 
Antibiotics, allergy and vitamins generally referred to 
throughout the volume are given full discussion in their 
respective chapters. Many practical and helpful illus- 
trations are found through the book and its arrangement 
by the patients’ complaints should be of definite benefit 
in general office practice. 


Developmental Diagnosis, Normal and Abnormal Child 
Development. By Arnold Gesell, M.D., The Clinic of 
Child Development, School of Medicine, Yale Uni- 
versity; and Catherine S. Amatruda, M.D. Second 
Edition, Revised and Enlarged. 496 pages. New York: 
Paul B. Hoeber, Incorporated, 1947. Price $7.50. 


The first edition of this volume appeared in 1941. 
The authors have been engaged for a number of years 
with the problems of diagnosing developmental devia- 
tions and defects at the Yale Out-Patient Clinic of Child 
Guidance, a clinic for infants and preschool children. 
The clinical service has been conducted in close correla- 
tion with a systematic study of normal child develop- 
ment. The behavioral aspects of developmental maturity 
reflecting the maturity and organization of the neuro- 
motor system are presented from an objective stand- 
point. Norms and procedures are condensed and sim- 
plified to make them available to students and prac- 
titioners of medicine. 

Case studies dealing with amentia, convulsive disorders, 
cerebral injuries, blindness, deafness, infantile aphasias, 
congenital anomalies and prematurity are included. The 
developmental implications of prenatal rubella, the Rh 
factor and electroencephalographic findings are included. 

A new section dealing with the physician’s role in the 
problem of child adoption is added to this second edition. 
Interesting case studies of children with symptomatic 
institutional retardation are presented. A chapter on 
developmental pediatrics outlines both present and future 
possibilities in the field of developmental diagnosis. 

Pediatricians, psychiatrists, and clinical psychologists 
will find in this work a wealth of material almost im- 
possible to obtain elsewhere. 
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Office Treatment of the Eye. By Elias Selinger, M.D., 
Attending Ophthalmologist, Mount Sinai, Cook 
County and Michael Reese Hospitals. 542 pages, illus- 
trated. Chicago: The Year Book Publishers, Inc., 
1947. Price $7.75. 


This book goes a long way towards filling the need 
for a manual on ordinary office procedures and routine 
ophthalmological treatments. It covers most of the 
daily problems that beset the ophthalmologist. 


Individual chapters are given to each anatomic struc- 
ture, along with a chapter on removal of foreign bodies, 
and on injuries. Especially good are the chapters on 
chemo-therapy and specific and non-specific protein 
therapy, errors of refraction, and imbalance of extra- 
ocular muscles and squint. 

The volume is excellently illustrated, and well worth 
reading by any ophthalmologist. It should be of 
especial value to those just beginning private practice. 





Southern Medical News 





ALABAMA 


Medical Association of the State of Alabama, at its annual 
meeting held in Mobile, elected Dr. J. Paul Jones, Camden, 
President; Dr. J. G. Daves, Cullman, Vice-President for the 
Northwestern Division; and Dr. W. R. Carter, Repton, Vice- 
President for the Southwestern Division. Dr. French Craddock, 
Sr., Sylacauga, Dr. John L. Branch, Montgomery, and Dr. E. G. 
Givhan, Jr., Birmingham, were reelected to the State Board of 
Censors. 

Alabama Association of Obstetricians and Gynecologists have 
elected Dr. Lee F. Turlington, Birmingham, President; and Dr. 
Hunter M. Brown, Birmingham, Secretary-Treasurer. 

Alabama Pediatric Society has elected Dr. William Daniels, 
Montgomery, President; Dr. Beach Chenoweth, Birmingham, Vice- 
President; and Dr. Dave Monsky, Montgomery, Secretary- 
Treasurer. 

Dr. Tom D. Spies, now conducting research in nutrition at 
Hillman Hospital, Birmingham, will be Director of a world center 
for nutrition research to be developed on the Chicago campus 
of Northwestern University. At the annual meeting of the Spies 
Committee for Clinical Research held at the Waldorf-Astoria, New 
York City, April 8, plans were reported of a $1,000,000 campaign 
for the new Institute of Human Nutrition. The Institute is a 
Project of the Spies Committee, which has already financed the 
purchase of a nine-story building to house it near the University’s 
campus. The vice-president of Northwestern University stated 
that $132,212 has been pledged in the campaign for the institute. 
Organized in 1943, the Spies Committee includes: Charles F. 
Kettering, Vice-President, General Motors; John H. Kraft, 
President, Foods Company; Representative Sam Rayburn of Texas; 
C. M. White, President, Republic Steel Corporation; August A. 
Busch, Jr., President, Anheuser-Busch, Inc.; and Paul de Kruif, 
well-known writer on medical and scientific subjects. 

Two hospital projects for Birmingham, costing approximately 
$1,500,000, have been approved for federal aid under the Hill- 
Burton Act as announced by the State Department of Health in 
Montgomery. The projects include a $1,000,000 annex to St. 
Vincent’s Hospital and a $450,000 nurses’ home at Carraway 
yy (Norwood) Hospital. Construction is expected to start 
in June. 

Dr. Gilbert F. Douglas, Birmingham, assumed duties as new 
President, Southeastern Surgical Congress at its recent four-day 
session in Hollywood, Florida. Dr. H. Earle Conwell, Birmingham, 
is an Associate Editor of The Southern Surgeon, a monthly publi- 
cation of the Southeastern Surgical Congress. 

Dr. J. N. Carmichael, Fairfield, has been elected President of 
the local Chamber of Commerce. 

Dr. George S. Peters, Montgomery, has resigned as Chief of 
the Surgical Service at the Veterans’ Hospital at Montgomery and 
will enter private practice there. 
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ARKANSAS 


Arkansas County Medical Society has elected Dr. R. H. White- 
head, President; Dr. Milton John, Vice-President; and Dr. R. H. 
Whitehead, Jr., Treasurer. 

Chicot County Medical Society has elected Dr. Byron Z. Binns, 
President; Dr. H. W. Thomas, Vice-President; and Dr. M. K 
Bottorff, Secretary-Treasurer. 

Columbia County Medical Society has elected Dr. John L. Ruff, 
President; Dr. H. H. Kitchens, Vice-President; and Dr. John H. 
Wilson, Secretary-Treasurer. 

Five-County Medical Society, comprising Polk, Sevier, Little 
River, Howard and Pike Counties, has been organized with the 
following elected officers: Dr. Edwin Dildy, Nashville, President; 
Dr. E. L. Callahan, DeQueen, Vice-President; and Dr. Norman 
Peacock, Ashdown, Secretary. 

Lafayette County Medical Society has elected Dr. F. E. Baker, 
President; and Dr. A. W. Keith, Secretary-Treasurer. , 

Randolph County Medical Society has elected Dr. W. E. Hamil, 
President; Dr. J. W. Brown, Vice-President; and Dr. M. A. Baltz, 
Secretary-Treasurer. 

Dr. H. F. Thompson, Bearden, has moved to El Dorado. 

Dr. F. E. Rushing, Hot Springs National Park, has moved to 
Augusta. ; 

Dr. John H. Wilson, Magnolia, has been elected a Director 
of the local Chamber of C e “ 

Dr. John T. Crone, Jr., is associated with Dr. Hoyt R. Allen 
in the practice of proctology in the Donaghey Building, Little 
Rock 


ock. ' 

The Veterans’ Hospital, North Little Rock, has been designated 
as a plastic surgery center, a neurosurgery center and a neure- 
psychiatric tuberculosis center. It has a bed capacity of 2,400. 


DeEaATHS 


Dr. Walter Lee Boswell, Clarendon, aged 59, died March 16. 
Dr. Edgar Close, Jerusalem, aged 76, died March 15. 

Dr. Albert Mortem Elton, Newport, aged 65, died recently. 
Dr. George Franklin Holitik, Waldron, aged 48, died recently. 
Dr. John Wesley Pennington, Pine Bluff, died recently. 











DISTRICT OF COLUMBIA 


National Health Assembly has been called by the Federal 
Security Administrator to be held in Washington, May 1-4. 

Dr. Karl H. Wood, Washington, was elected President, Inter- 
professional Conference, which was held recently. vey 

Dr. William Henry Sebrell, Jr., Chief_of the Division of 
Physiology, National Institute of Health, Washington, has_ been 
named Director of the newly established Experimental Biology 
and Medicine Institute in the National Institute of Health of the 
U. S. Public Health Service, and he will also serve as Associate 
Director, National Institute of Health. The new Institute com- 
bines the functions of the Division of Physiology and the Path- 
ology and Chemistry Laboratories. ' 

Sekine will go forward on the Children’s Hospital, Wash- 
ington, after oversubscription of the original goal $1,300,000 on 
the building fund. A total of $1,319,950 has been pledged during 
the past twenty months. 

Dr. uae het, Washington, will move to Oakland, Cali- 
fornia to direct the Kabat-Kaiser Institute there. Dr. Rene 
Cailliet will continue to direct the Washington branch of the 
Institute. 

Dr. John R. Cain, Washington, has moved to Weston, West 
Virginia, where he is head of the Tuberculosis Center at the 
Weston State Hospital. : 

Dr. John M. Caldwell, Colonel, M.C., Chief of Neuropsychiatry, 
Consultants Division, Surgeon General’s Office, has been appointed 
as Clinical Professor of Psychiatry, and Dr. Stephen C. Sitter, 
Lieut. Col., M.C., Assistant Chief of Neuropsychiatry, Consultants 
Division, as Associate Professor of Psychiatry, Georgetown Uni- 
versity School of Medicine, Washington. 





FLORIDA 


Southeastern Section, American Urological Association at its 
twelfth annual meeting held at Hollywood recently installed Dr. 
Harold P. McDonald, Atlanta, Georgia, President; and elected 
Dr. James J. Ravenel, Charleston, South Carolina, President-Elect; 
and Dr. Russell B. Carson, Fort Lauderdale, Secretary-Treasurer. 
The group will meet at Boca Raton for its next meeting in March 
1949 


Dr. Herbert L. Bryans, Pensacola, has been reelected President, 
Florida State Board of Health. Dr. Wilson T. Sowder, State 
Health Officer, Jacksonville, is Executive Secretary. : 

Dr. Sidney Davidson, formerly associated with Dr. Nathaniel 


Continued on page 62 
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GRODHR 


There is a word for growth in every language. The 
English word comes from the Icelandic Grodhr. 


Vitamins A and the whole of B supply, each, their 
independent, needed growth factors; so, too, balanced 
proteins and minerals and the other vitamin groups. 








The pioneers used Dried Brewers Yeast—referred 
to as “a rich” and “the richest known source of Vita- 
min B”—in demonstrating the independent Vitamin B 
growth need for both animals and children; for lacta- 
tion promotion. 


Hess, B!--.30m and others, used it to aid in the 
growth of incubator babies; found it easily borne. 


At approximately four to five grams to a teaspoon, 
one-quarter for bottle formulas, one-half to one for 
older children, are indicated. 


Add to milk, cereals, soups, vegetables. 


Vitamin Food Company’s Red Label (Debittered), 
Green Label (Undebittered, mostly used in pellagra) 
or Autolex (enzyme digested), brands of Dried 
Brewers Yeast supply the needed whole of Natural 
— B for all vitamin B uses in pure and potent 
orm. 


Samples to physicians and hospitals 
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—] 187 Sylvan Avenue Newark 4, N. J. L_ oa 
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M. Weems, Boynton, has opened offices in the Boydston Building, 
Lake Worth. 

Dr. Joshua L. Edwards, Lake City, is resident at Touro In- 
firmary, New Orleans, Louisiana. 

Dr. Robert G. Head, Pass Christian, Mississippi, has been ap- 
pointed Health Officer of the unit composed of Jackson and 
Washington County Health Departments, with headquarters at 
Marianna. 

Dr. Charles G. Chaplin, formerly of Chicago, has been appointed 
Health Officer, Jefferson County Health Department, with head- 
quarters at Monticello, succeeding Dr. Burdett L. Arms, retired. 

Dr. William G. C. Hill, Director, Putnam and Flagler County 
Health Departments, has resigned. 

Dr. Harry W. Hollingsworth, has resigned as Director of the 
Highlands, Glades and Hendry County Health Departments and is 
succeeded by Dr. Francis M. Coy, Murphy, North Carolina. 

Dr. Joseph Farrington is associated with Dr. J. Frank Wilson 
in the practice of dermatology and syphilology with offices in 
the Greenleaf Building, Jacksonville. 

Dr. A. J. Gorday has opened offices in Petersburg, practice 
limited to urology and genito-urinary surgery. 

Tallahassee Memorial Hospital is under construction at Talla- 
hassee and will be one of the most modern hospitals in Florida. 
The total bid was for $1,757,979 which included a base bid of 
$1,484,400; $59,579 for elevators; and $214,000 for grounds 
and equipment. 

Dr. James Van D. Nelson, with the Veterans Administration 
since 1920 and whose recent assignment was at the hospital in 
Bay Pines, recently retired from government service. 

Dr. Thomas J. Ready has been assigned as Chief Medical 
Officer and Dr. Frank D. Thomas as Chief of the Outpatient 
Medical Service for the Pass-a-Grille regional area in Florida. 

Dr. James Samuel Garner, Jr., Plant City, and Miss Mary 
Elizabeth Arnold, Washington, D. C., were married recently. 


DEATHS 


Dr. Harry L. Merryday, Daytona Beach, aged 63, died March 


Dr. Eleanor L. Scull, Naples, aged 81, died recently. 
Dr. Mark M. Kerr, Miami, aged 87, died recently. 
Dr. William W. Shafer, Haines City, aged 82, died recently. 





The Tulane University 


of Louisiana 


School of Medicine 


POSTGRADUATE COURSES 


September 1, 1948-January 31, 1949 — Basic 
Sciences in Orthopedics. 


September 1 — Tropical Medicine and Public 
Health leading to the degree of Master of 
Public Health (Tropical Medicine). 


In clinical branches, courses leading to the 
degree of Master of Medical Science. 


For detailed information write 
DIRECTOR 
Division of Graduate Medicine 
1430 Tulane Ave. New Orleans 13, La. 
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; Dr. Allen P. Gurganious, Palatka, aged 41, was killed recently 
in an automobile accident. 

Dr. Charles Frederic Roche, Miami, aged 59, died recently of 
a heart attack. 





GEORGIA 


Blue Ridge County Medical Society has elected Dr. James F. 
O’Daniel, Ellijay, President; Dr. John Y. O’Daniel, Ellijay, Vice- 
President; and Dr. Albert L. Morris, Young Harris, etary- 
Treasurer. 

Carroll-Douglas-Haralson Medical Society has elected Dr. D. S. 
Reese, Carrolton, President; Dr. R. E. Hamilton, Douglasville, 
Vice-President; and Dr. Wm. P. Downey, Tallapoosa, Secretary- 
Treasurer. 

Cherokee-Pickens Medical Society has elected Dr. C. J. Roper, 
Jasper, President; Dr. John T. Pettit, Canton, Vice-President; and 
Dr. Robert T. Jones III, Canton, Secretary-Treasurer. 

Ciarke County Medical Society has elected Dr. W. H. Cabaniss, 
President; Dr. J. B. Neighbors, Jr., Vice-President; and Dr. 
G. H. Byrd, Secretary-Treasurer, all of Athens. 

Clayton-Fayette Medical Society has elected Dr. J. R. Wallis, 
Lovejoy, President; Dr. J. L. Robak, Jonesboro, Vice-President; 
and Dr. T. J. Busey, Fayetteville, Secretary-Treasurer. 

Decatur-Seminole Medical Society has elected Dr. George L. 
Epps, Bainbridge, President; Dr. James W. Polk, Donalsonville, 
Vice-President; and Dr. M. A. Ehrlich, Bainbridge, Secretary- 
Treasurer. 

Dooly County Medical Society has elected Dr. V. C. Daves, 
Vienna, President; and Dr. Martin L. Malloy, Vienna, Secretary- 
Treasurer. 

Franklin County Medical Society has elected Dr. Stewart D. 
Brown, Royston, President; and Dr. E. T. Poole, Lavonia, Sec- 
retary-Treasurer. 

Henry County Medical Society has elected Dr. A. W. Carter, Jr., 
President; Dr. R. V. Brandon, Vice-President; and Dr. H. C. 
Ellis, Secretary-Treasurer, all of McDonough. 

Jasper County Medical Society has elected Dr. F. S. Belcher, 
Monticello, President; Dr. Albert Fisher, Jr., Monticello, Vice- 
President; and Dr. E. M. Lancaster, Shady Dale, Secretary- 
Treasurer. 

Jefferson County Medical Society has elected Dr. C. Roy 
Williams, Wadley, President; Dr. Walter J. Revell, Louisville, 
Vice-President; and Dr. James W. Pilcher, Louisville, Secretary- 
Treasurer. 

South Georgia Medical Society (Berrien, Clinch, Cook, Echols, 
Lanier and Lowndes Counties) has elected Dr. Fred N. Clements, 
Adel, President; Dr. C. W. Ketchum, Valdosta, Vice-President; 
and Dr. E. Harry Mixson, Valdosta, Secretary-Treasurer. 

Meriwether-Harris Medical Society has elected Dr. J. A. Johnson, 
Jr., Manchester, President; Dr. Rcbert L. Bennett, Warm 
Springs, Vice-President; and Dr. R. B. Gilbert, Greenville, Secre- 
tary-Treasurer. ‘ 

Ocmulgee Medical Society (Bleckley-Dodge-Pulaski Counties) 
has elected Dr. Edward G. Jones, President; Dr. Frank P. Holder, 
Jr., Vice-President; and Dr. James Thomson, -Secretary- 
Treasurer, Eastman. 

Spalding County Medical Society has elected Dr. A. H. Frye, 
Jr., President; Dr. J. T. Giles, Vice President; and Dr. Alex P. 
Jones, Secretary-Treasurer, all of Griffin. 

Taylor County Medical Society has elected Dr. F. H. Sams, 
Reynolds, President; Dr. Lewis Beason, Butler, Vice-President; 
and Dr. R. C. Montgomery, Butler, Secretary-Treasurer. 

Thomas County Medical Society has elected Dr. Frank A. 
Little, President; Dr. Joe I. Palmer, Vice-President; and Dr. Kirk 
Shepard, Secretary-Treasurer, all of Thomasville. 

Wilkes County Medical Society has elected Dr. C. E. Wills, 
President; Dr. A. W. Simpson, Jr., Vice-President; and Dr. M. C. 
Adair, Secretary-Treasurer, all of Washington. 

Dr. Edmund A. Brannen, Macon, has opened an office in the 
Doctors Building for the practice of obstetrics and gynecology. 

Dr. Robert B. Crichton, formerly of Lithonia, is on the staff 
of the State Hospital, Milledgeville. 

Dr. H. B. Dean, has opened offices at Unadilla for the practice 
of general medicine. 

Dr. J. M. Feder, formerly Chief of the laboratories in Anderson, 
South Carolina, is on the staff of Phoebe Putney Hospital, Albany, 
as pathologist. 

Dr. Jay Goldstein and Dr. Leon J. Goodman, Warner Robins, 
have moved their offices to their new medical center, Commercial 
Circle, Warner Robins, Dr. Goldstein practicing general medicine 
and pediatrics, and Dr. Goodman limiting his practice to obstetrics 
and Gynecology. Dr. Goodman also has an office in the Bibb 
Building, Macon. 

Dr. C. C. Goss, Ashburn, and recently with the Army Air 
Corps, has opened offices in the McKenzie Building, Ashburn, 
for the practice of medicine. 


Continued on page 64 
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Picture the 
patient’s progress 


Hard to do? No. Many physicians and medical 
photographers place camera, lights, subject in 
predetermined positions . . . snap the shutter— 
in this way find it easy to document cases in 
color or black-and-white for review, discussion, 
teaching, publication. 


Asy to work with color? Certainly. As easy, 
in fact, as working with black-and-white. 
Take Kodachrome Film, for example. Care 
in exposure . . . plus expert Kodak processing 
...is all it takes to get transparencies of 
great brilliance. And duplicates in various 
sizes can be readily provided, too. 
Kodachrome Film is available for artificial 
illumination or for daylight: in 35-millimeter 
and Bantam rolls for miniature cameras; in 


Serving medical progress through Photography and Radiography 


“KODAK” IS A TRADE-MARK 
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- with photograph ...after photograph 


24x3\4- to 11x14-inch sheets; in 8- and 16- 
millimeter rolls and magazines for motion- 
picture cameras. 

For further information about Koda- 
chrome Film and full-color duplicating and 
printing service, see your nearest photo- 
graphic dealer . . . or write to Eastman Kodak 
Co., Medical Division, Rochester 4, N. Y. 


Other Kodak products for the 
medical profession 

X-ray films; x-ray intensifying screens; x-ray proc- 
essing chemicals; cardiographic film and paper; cam- 
eras—still- and motion-picture; projectors—still- and 
motion-picture; enlargers and printers; photographic 
films—color and black-and-white (including infra- 
red); photographic papers; photographic proc- 
essing chemicals; synthetic organic chemicals; 
Recordak products. 
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Dr. Horace G. Joiner, Douglas, recently released from the U. S. 
Navy, is associated with Dr. George M. Ricketson, Douglas, in the 
practice of medicine. 

Dr. A. A. Rogers, Jr., Commerce, has opened offices in the 
Rogers Building, Commerce, for the practice of medicine. 

Dr. Harrison Clinton Flournoy, Warwick, and Miss Altalene 
Ethel Hussell, Eufaula, Alabama, were married February 2. 


DEATHS 
Dr. Ben Terrell Johnson, Sr., Bluffton, aged 59, died recently. 


Dr. Arthur Dillard Harmon Little, Thomasville, aged 56, died 


recently of coronary thrombosis. 
Dr. John F. McMath, Americus, aged 92, died recently. 
Dr. John Marvin Meadows, Vidalia, aged 87, died recently. 
Dr. Noah G. Pirkle, Buford, aged 76, died recently. 
Dr. John D. Rice, Hiawassee, aged 73, died recently. 





KENTUCKY 


Boyle County Medical Society has elected Dr. W. O. Hopper, 
President; Dr. George Davis, Vice-President; and Dr. P. C. 
Sanders, Secretary-Treasurer. 

Carter County Medical Society has elected Dr. Charles McCleese, 
President; and Dr. J. Watts Stovall, Secretary-Treasurer. . 

Laurel County Medical Society has elected Dr. R. E. Penning- 
ton, President; Dr. C. A. Wathen, Vice-President; and Dr. 
Raymond Ohler, Secretary-Treasurer. : 

Letcher County Medical Society has elected Dr. Carl Pigman, 
Whitesburg, President; Dr. A. B. Carter, Fleming, Vice-President; 
and Dr. Steve H. Bowen, McRoberts, Secretary-Treasurer. 

Dr. Edward E. Johnston has resigned as Manager, Nichols Hos- 
pital, Louisville, to enter private practice at Elizabethtown. 

Dr. Leverett S. Woodworth, formerly Superintendent, Massa- 
chusetts Memorial Hospital, Boston, has been appointed Assistant 
to the Clinical Director at Nichols Hospital, Louisville. 

Dr. David R. Lincicome, Ph.D., Assistant Professor of Para- 
sitology, University of Kentucky, Lexington, has been appointed 
Assistant Professor of Parasitology in the Department of Micro- 
biology, University of Wisconsin Medical School, Madison, Wis- 
consin. 





LaMOTTE 
BLOOD CHEMISTRY 
SERVICE 


A complete line of approved Blood Chemistry Out- 
fits, simplified so as to render accurate results with 
minimum time and operation. 

Units available for: 
Albumin and Sugar 

in Urine 
Alcohol in Blood 

and Urine 


Alveolar Air COz 


pH of Blood 

pH of Urine 

Phenolsulfonphthalein 
(Block Type) 

Phenolsulfonphthalein 


slension. (Roulette Type) 
—— Pa — Specific Gravity (Blood 
Fluids and Body Fluids) 


Sugar in Blood 
Sugar in Urine 
Sulfonamides (Blood 


Bromides in Blood 
Calcium-Phosphorus 
in Blood 


Chlorides in Blood and Urine) — 
Cholesterol in Blood Thymol Turbidity Test 
Creatinine in Blood Urea in Blo 


Urea in Urine 


Gastric Acidi 
needs oe fl Uric Acid in Blood 


Hemoglobinometer 1 i 
Icterus Index (Pigford) Urinalysis 

Icterus Index (Micro) Vitamin C in Blood 
Kline Test for Syphilis and Urine 


Information on above cheerfully furnished. 


If you do net have The LaMotte Blood Chemistry Hand- 
book, a complimentary copy will be sent upon request. 


LaMotte Chemical Products Co. 


Dept. “S” Towson, Baltimore 4, Md. 











May 1948 


DEATHS 


Dr. Robert Henderson Lewis, Wildie, aged 78, died recently. 

Dr. John W. Price, Louisville, aged 70, died recently of chronic 
myocarditis. 

Dr. Augustus Baxter Riley, Hartford, aged 71, died recently 
of heart disease. 

Dr. Richard M. Skinner, Flemingsburg, aged 85, died recently. 

Dr. D. E. Upton, Munfordville, aged 46, died recently. 

Dr. Charles M. Smith, Dixon, aged 84, died recently. 

Dr. Albert Davis Webb, Williamstown, aged 85, died recently 
of pneumonia. 


LOUISIANA 


Louisiana State University School of Medicine, New Orleans, 
will have as Assistant Professors of Pathology effective July 1 
Dr. C. Merrill Whorton, Mallory Institute of Pathology, Boston, 
Massachusetts, and Dr. Frank C. Womack, Instructor in Path- 
ology, Vanderbilt University School of Medicine, Nashville, Ten- 
nessee. 

Dr. L. Roland Young, formerly of Covington, is located in 
Daytona Beach, Florida, for the practice of medicine and 
recently received an appointment as member of the Consulting 
Staff, Lake County Medical Center, Eustis, Florida. 

Dr. George E. Burch, the Henderson Professor of Medicine, 
Tulane University School of Medicine, New Orleans, has been 
appointed to serve on the staff of the chief scientific officer of the 
Mission on Science and Technology, established as a permanent 
part of this country’s Embassy in London, England. 

New Orleans District of the Louisiana State University Medical 


Alumni Association was organized recently with Dr. Jack 
Anderson, President; Dr. Elliot Roy, Vice-President; and Dr. 
Philip Cenac, Secretary-Treasurer. 
DEATHS 
Dr. Joseph Alphonse O’Hara, New Orleans, aged 79, died 


February 25. 





MARYLAND 


Dr. Alfred Blalock, Professor of Surgery and Dr. Helen B. 
Taussig, Associate Professor of Pediatrics, Johns Hopkins Medical 
School, Baltimore, will be presented on the night of June 23 
during the convention week of the American Medical Association 
in Chicago the $5,000 cash award by the Passano Foundation. 
This Foundation was established in 1944 by The Williams & 
Wilkins Company, Medical Publishers of Baltimore, to aid in the 
advancement of medical research. The award goes to this famous 
Taussig-Blalock team who developed the successful operative pro- 
cedure known as the “blue baby operation,” this being the first 
time a dual selection has been made for the award and marks the 
first time that a woman has been named an award winner. 
Previous winners have been Dr. E. J. Cohn, of Harvard, for his 
work on fractionation of blood; Dr. Ernest Goodpasture, of Vander- 
bilt, for virus culture by the chick embryo method; and Dr. 
Selman Waksman, of Rutgers, for discovery of streptomycin. 

Johns Hopkins University, Baltimore, has received a $500,000 
endowment, the McCollum-Pratt Fund, to be used for study of 
the function of copper, boron, manganese and other minerals in 
living organisms. 

Dr. George H. Yeager, Baltimore, has succeeded Dr. W. Houston 
Toulson, Baltimore, as Secretary, Medical and Chururgical Faculty 
of the State of Maryland. 


DEATHS 
Dr. John Edson Bowers, Brandywine, aged 69, died recently. 





MISSISSIPPI 


Guyton Clinic, Oxford, announces that Dr. Charles M. Murry, 
Jr., formerly of Ripley, and recently in the U. S. Naval Medical 
Corps, is associated with Dr. B. S. Guyton in the practice of 
ophthalmology and otolaryngology. 

Dr. Clarence R. Miller, formerly in the U. S. Public Health 
Service and recently in the Veterans Administration, succeeds 
Dr. J. Ralston Wells as manager of the Veterans Administration 
Hospital, Jackson. Dr. Wells will be in charge of the Veterans 
Hospital at Dallas, Texas. 

Mississippi State Medical Education Board has announced that 
all students interested in applying for medical education scholar- 
ship loans to become effective in autumn of 1948 should contact 
the Jackson office of the board, Room 37, North Street Building 
at once for information and application forms. Applications 
received will be considered by the board on and after June 1. 


Continued on page 66 
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In 1937 Picker introduced this first completely shockproof, self-contained 


combination x-ray apparatus delivering 200 MA over and under the table. 


looked up to... 


Today, its performance enhanced by a decade 





of constant improvement, the brilliant 
reputation of the Series “200” is world wide 
...an apparatus looked up to everywhere as the 


criterion of excellence in x-ray equipment. 
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It Will Meet Your Approval Too— 


The Council Accepted 


BURDICK X 85 
SHORT WAVE DIATHERMY 


The crystal-controlled, powerful Burdick "X 85" 
has received authoritative first recognition by 
all four of the following* — prompt assurance 
of its superior features. 


* F.C.C. 

* Council on Physical Medicine of the A.M.A. 

* Underwriters’ Laboratories a 

* Canadian Department of Transport So: 
When you see it perform clinically, you will be 


equally impressed with its clinical deep-heating 
properties and stability of operation. 





The Burdick Contour Applicator — for flexi- 
bility and efficiency of operation—now standard 
equipment on the "X 85." See the Burdick "X 85" 
Short Wave Diathermy at the showrooms of your 
local Burdick dealer, or write us direct, The 
Burdick Corporation, Milton, Wisconsin, for 
descriptive literature. 


THE BURDICK CORPORATION 
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DEATHS 


Dr. E. N. Blount, Bassfield, aged 74, died March 19. 

Dr. Robert Edward Longino, Biloxi, aged 69, died recently. 
Dr. Abrams Potasnic, Meridian, aged 59, died recently. 

Dr. Henry Fletcher Tatum, Meridian, aged 76, died recently. 
Dr. Will S. Taylor, Isola, aged 70, died recently. 





MISSOURI 


Dr. Carl F. Cori, Professor of Biochemistry, Washington Uni- 
versity School of Medicine, St. Louis, has been designated the 
winner of the Willard Gibbs Medal of the Chicago section of the 
American Chemical Society for achievements in research on proc- 
esses by which the human body converts sugar into energy. He 
is also the 1947 Nobel Prize winner. 

_Dr. Howell Brewer, formerly Manager of the rehabilitation hos- 
pital at Fort Thomas, has been transferred to the Veterans 
Branch office, St. Louis. He will direct the physical medicine 
program in the ten hospitals under supervision of the Regional 
Branch office. 

Missouri Branch, American Heart Association, at its recent 
organizational meeting, elected Dr. Drew Luten, President; Dr. 
Graham Asher, Kansas City, Vice-President; Dr. C. Braxton Davis, 
Nevada, Secretary; and Dr. B. W. Hendron, Liberty, Treasurer. 

Dr. O. B. Barger, Harrisonville, has been appointed Coroner of 
Cass County. 

Dr. David V. LeMone, Columbia, has been elected Chief of 
Staff, Boone County Hospital, succeeding the late Dr. Dudley A. 
Robnett. Dr. A. R. McComas, Sturgeon, Vice-Chief of Staff, 
requested the election rather than assume the title himself. 

Dr. James W. Allee, Columbia, has been appointed College 
Physician and Surgeon at Christian College, Columbia. 

Dr. Garrett Pipkin, Kansas City, received a certificate of 
merit at the meeting of the American Academy of Orthopedic 
Surgery held in Chicago recently for his exhibit on ‘Lesions of 
the Suprapatellar Plica of the Knee Joint.” 

St. Louis Gynecological Society has elected Dr. A. N. Arneson, 
President; Dr. Matthew Weis, Vice-President; Dr. Paul F. 
Fletcher, Secretary; Dr. Carl Wegener, Treasurer; and Dr. E. Lee 
Dorsett, Editor. 


DEATHS 


Dr. Myrtle Mary Ozias Hill, Kansas City, aged 61, died recently 
of uremia secondary to carcinoma. 

Dr. Joseph Luff, Independence, aged 95, died recently. 

Dr. Jesse Washington Shaw, St. Louis, aged 63, died recently 
of ruptured left ventricle. 

Dr. John M. Shirley, St. Marys, aged 89, died recently of 
bronchopneumonia. 

Dr. Harvey E. Tucker, Lee’s Summit, aged 80, died recently. 

Dr. Charles R. Ozias, Kansas City, aged 56, died March 17. 





NORTH CAROLINA 


Southern Pediatric Seminar will convene at Saluda, July 5- 
July 17. Dr. Sam Ravenel, Greensboro, is Dean; Dr. Frank H. 
Richardson, Black Mountain, Vice-Dean; Dr. Mylnor W. Beach, 
Charleston, South Carolina, Vice-Dean Elect; and Dr. M. A. 
Owings, Ph.D., Clemson, Executive Secretary-Treasurer. Tuition 
fee is $25.00. 

North Carolina Branch, American Academy of General Practice, 
was organized in Greensboro recently and Dr. John R. Bender, 
Winston-Salem, was elected Chairman; Dr. W. A. Sams, Marshall, 
Vice-Chairman; and Dr. Roscoe McMillan, Red Springs, Secretary- 
Treasurer. 

Dr. George T. Harrell, Jr., Professor of Medicine, Bowman 
Gray School of Medicine of Wake Forest College, Winston-Salem, 
has been elected a member of the Executive Medical Board to 
formulate the research policy and clinical program for the Oak 
Ridge Hospital, Oak Ridge, Tennessee. ee 

Dr. Angus Crawford Randolph, formerly Resident Psychiatrist, 
Veterans Hospital, Perry Point, Maryland, is on the staff of the 
Department of Neuropsychiatry, Bowman Gray School of Medi- 
cine, Winston-Salem, as Senior Resident in Psychiatry at Graylyn, 
the school’s rehabilitation and rest center. Dr. Randolph is a 
native of Virginia. : 

Bowman Gray School of Medicine, Winston-Salem, has received 
recently a grant of $1,000 from the executive committee of the 
North Carolina Division, American Cancer Society, to pay for a 
refresher course in cancer for state physicians; two grants totaling 
$31,300 from the National Cancer Institute of the U. S. Public 
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radiographic fluoroscopic work) 
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The KELEKET W-3-100 Diagnostic Combination offers the prac- 
titioner X-ray facilities unequalled in low cost, ease of opera- 
tion and long, trouble-free dependability. 


Before you invest in X-ray equipment, investigate the KELEKET 
W-3-100 Diagnostic Combination . . . tilting table with motor 
drive, tubestand and generator. Like thousands in the profes- 
sion, you'll find the W-3-100 Combination meets your require- 
ments best. Ask your Keleket Representative, or write direct, 
for Bulletin 117. 
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Health Service for teaching cancer under the direction of Dr. 
R. P. Morehead, head of the Department of Pathology; a grant 
of $5,950 from the National Advisory Health Council of the 
U. S. Public Health Service for study of the formation of 
phospholipides by the liver in cirrhosis of the liver; a grant of 
$8,100 from the National Advisory Health Council for support of 
research already under way on factors concerned with resistance 
built up by the human body to chemotherapy; and a terminal 
grant of $8,400 from the Life Insurance Medical Research Fund 
to the Department of Physiology and Pharmacology for research 
being conducted by Dr. Harold D. Green and Dr. J. Maxwell 
Little in the field of peripheral vascular circulation, this’ grant 
to extend for one year beginning July 1. 

Mercy Hospital, Charlotte has elected Dr. C. H. Robertson, 
President; Dr. G. W. Black, Vice-President; and Dr. Colin 
Munroe, Secretary. 

Dr. David E. Quinn, formerly Manager, Veterans’ Hospital, 
Oteen, is now Director, Northwest Branch of the Veterans Ad- 
ministration, Seattle, Washington. 

Dr. William Francis Martin is associated with Dr. R. Douglas 
Neal in the practice of general surgery in the Professional Build- 
ing, Charlotte. 

Dr. H. B. C. Franklin has resigned as Health Officer, Surry 
County, and is now head of Wilson County Health Department 
and Tuberculosis Hospital. 

Dr. J. F. McGimsey, Jr., Morganton, has located at Andrews. 

Second District Medical Society has elected Dr. Floyd Wooten, 
President; and Dr. Leslie Lee, Secretary. 

Dr. Thomas F. Vestal, for past five years Director, Division 
of Tuberculosis Control of the State Board of Health, has resigned 
to become Superintendent and Medical Director, Forsyth County 
General Hospital and Home for the Indigent and Infirm. 

Dr. Joseph L. Wilkerson, Rutherfordton, and Miss 
Estelle Isenhour, Woodleaf, were married recently. 


Evelyn 


DEATHS 


Dr. Caroline Lunetta Hilborn, Robbins, aged 81, died recently 

Dr. Abel Le Compte Hill, Kings Mountain, aged 40, died 
recently. 

Dr. Guy Smith Kirby, Marion, aged 74, died February 15. 











i] end approved 0 
COMMISSIO 
STANDARDIZATION O€ 

BIOLOGICAL st 





Prepared according to the 
formula of L. R. Lillie, Jl. 
Lab. & Clin. Med. 28:15, 
1872-1875, (Dec.) 1943. 


Our Giemsa Stain is made in our 
own laboratories and is fully equal to any 
made anywhere in the world. Exclusively 
prepared to provide the hematologist with 
a product of unquestionable reliability and 
uniformity. We invite your inquiries. 





Write for our complete cata- a0 ~ 
log of Lab y Reag setter 
and supplies. oe 7 

7 


GRADWOHL 


LABORATORIES 
R. B. H. Gradwohl, M. D.,Director 


3514 Lucas Av. St. Lovis, Mo 





May 1948 


Dr. Richard B. Whitaker, Whiteville, aged 61, died March 14 
of cerebral hemorrhage. 

Dr. Tilman Carlisle Britt, Mt. Airy, aged 54, died February 
20 of a heart attack. 

Dr. Paul W. Fetzer, Reidsville, aged 59, died March 11. 

Dr. Memory Ford Boyles, Charlotte, aged 55, died recently of 
arteriosclerotic heart disease with myocardial infarction. 

Dr. Landon Davies Walker, Charlotte, aged 64, died recently 
of heart disease. 


OKLAHOMA 


Carter County Medical Society has elected Dr. Roger Reid, 
Secretary. Dr. J. M. Gordon, Ardmore, is President for 1948. 

Kiowa County Medical Society has elected Dr. R. F. Shriner, 
President; Dr. Wilson Mahone, Vice-President; and Dr. J. B. 
Tolbert, Secretary-Treasurer. 

Comanche County Medical Society has elected Dr. Bryon W. 
Aycock, President; and Dr. E. Stanley Berger, Secretary-Treasurer. 

Payne County Medical Society has elected Dr. Clifford Bassett, 
President; Dr. Howard Puckett, Vice-President; and Dr. C. W. 
Moore, Secretary. 

Stephens County Medical Society has elected Dr. Fred L. 
Patterson, Sr., President: Dr. W. K. Walker, Vice-President; 
and Dr. W. R. Cheatwood, Secretary-Treasurer. 

Dr. Coyne H. Campbell has opened a new sanitarium at Okla- 
homa City that will care for 100 patients. Dr. H. G. Sleeper 
is associated with Dr. Campbell. 

The following have been certified by the American Board of 
Surgery: Dr. Patrick Nagel, Dr. S. N. Stone, and Dr. Joe Parker 
of Oklahoma City; and Dr. Ray H. Lindsey, Pauls Valley. 

Contract has been let for an eight-story building at Tulsa 
which will cost $400,000 to be used exclusively by physicians, 
dentists and allied professions. : 

Ardmore Sanitarium and Hospital, Ardmore, has elected Dr. 
Roger Reid, Chairman; Dr. F. W. Boadway, Vice-Chairman; Dr. 
Ethel M. Walker, Secretary; Dr. J. O. Asher, and Dr. A. W. 
Truman, Consultants in Surgery; Dr. J. Hobson Veazey and Dr. 
Ethel M. Walker, Consultants in Obstetrics; and Dr. Joseph R. 
Karlick and Dr. J. B. McConnell, Consultants in Medicine. 

Dr. J. Raymond Hinshaw, son of Dr. and Mrs. J. R. Hinshaw, 
Norman, is studying at the University of Oxford, Oxford, England. 

Dr. C. R. Rountree, Oklahoma City, has been elected a member 
of the Membership Committee, American Academy of Orthopedic 
Surgeons. 

Dr. Paul T. Powell, Ponca City, will assist the Kay County 
Health Department on a part-time basis until a full-time director 
is named. 

Garfield County Tuberculosis Association at its recent annual 
meeting named Dr. Mark D. Holcomb, President. 

Dr. Charles S. Stotts, Pawhuska, and Mrs. Betty Pratt Rogers, 
Fredonia, Kansas, were married recently. 


DEATHS 


Dr. E. F. Lewis, Ada, aged 83, died recently. 

Dr. Ralph W. Rucker, Bartlesville, aged 37, died 
following a fall. 

Dr. James Edward Trotman, Oklahoma City, aged 49, died 
recently of rapidly progressive hypertension. 


recently 





SOUTH CAROLINA 


Tri-State Medical Association at its recent meeting in Charleston 
elected Dr. Charles N. Wyatt, Greenville, President; Dr. ’ 
Steele Dendy, Pelzer, Vice-President; and Dr. W. R. Wallace, 
Chester, Dr. R. L. Crawford, Lancaster, and Dr. F. E. Kredel, 
Charleston, Councilors. 

Chester County Medical Society has elected Dr. W. J. Henry, 
President; Dr. G. A. Hennies, Vice-President; and Dr. Conrad 
Smith, Secretary-Treasurer. 

Dr. L. C. Floyd, son of Dr. and Mrs. L. C. Floyd, Olanta, 
has opened offices in Florence for the practice of medicine. 

Dr. George T. Noel, Lancaster, has a residency in ophthalmology 
at Barnes Hospital, St. Louis, Missouri and expects to return to 
South Carolina in a year and a half. 

Dr. Kathleen A. Riley has opened offices in Charleston for 
the practice of dermatology and syphilology. ; 

Dr. William Wilson, Abbeville, after completing his medical 
course at Johns Hopkins University, Baltimore, Maryland, plans 
to practice orthopedic surgery in Charleston. 

Dr. William C. Cantey, Columbia, has been certified by the 
American Board of Surgery. 

Dr. J. D. McNair, after being at the Graduate School of the 
Medical School of the University of Pennsylvania, Philadelphia, 
and serving a residency in medicine at St. Joseph’s Infirmary, 
Atlanta, Georgia, is again practicing with Dr. W. S. Bethea. 


Continued on page 72 
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“SALIVARY ANALGESIA” 


In post-tonsillectomy care—and for relief of “sore throat” 





in acute and chronic tonsillitis and pharyngitis—salivary 
analgesia is provided by Aspergum; the analgesic is continually 
and gradually released as the preparation is chewed. 

Aspergum brings pain-relieving acetylsalicylic acid into intimate 
and prolonged contact with crypts and folds of the mucosa seldom 
reached, even intermittently, by gargling or irrigation. 

Gentle stimulation of muscular action helps relieve local spasticity 
and stiffness, at the same time hastening absorption of 
inflammatory products. 

The pleasant flavor and form of Aspergum make it an easy 


means of providing analgesia and antipyresis, 





particularly for children. 


Dillard’s Aspergum contains 34 grains of acetylsalicylic 


acid in a palatable chewing gum base. 


— 


ETHICALLY 


di Wharf j PROMOTED 











72 SOUTHERN MEDICAL JOURNAL May 1948 





For Patients With 
Alcoholic Problems 


—The Farm 


A non- institutional arrangement in 
Howard County, Maryland, for the 
individual psychological rehabilitation 
of a limited number of selected vol- 
untary patients with ALCOHOL prob- 
lems — both male and female — un- 
der the psychiatric direction of 


Robert V. Seliger, M.D. 
CITY OFFICE: 
2030 Park Avenue, Baltimore, Md. 
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Dr. George Legare Kerrison and Miss Mildred Virginia Burda- 
shaw, both of Charleston, were married recently. 


DEATHS 


Dr. William Sydney Burgess, Sumter, aged 52, died recently. 
Dr. Furman T. Simpson, Westminster, aged 65, died recently. 


TENNESSEE 


Cocke County Medical Society has elected Dr. Drew A. Mims, 
Newport, President; and Dr. W. E. McGaha, Newport, Secretary- 
Treasurer. 

Dr. J. Lanier Wyatt has opened offices in the Bennie-Dillon 
Building, Nashville, for the practice of internal medicine. 

Dr. Carroll Smith and Dr. Allen Lawrence announce their 
association in the practice of ophthalmology in the Doctors Build- 
ing, Nashville. 

Dr. Charles E. Haines has opened an office in the Bennie-Dillon 
Building, Nashville, for the practice of urology. 

Dr. Clyde M. Beck has been appointed Manager, Kennedy 
Veterans Hospital, Memphis, after being released from military 
service. 


DEATHS 


Dr. C. Harold Avent, Memphis, aged 39, died recently. 
Dr. Walter Mathews Lott, Nashville, aged 53, died February 15. 





TEXAS 


Hunt-Rockwall-Rains Counties Medical Society has elected Dr. 
Frank J. Little, President; Dr. F. S. Carruthers, Vice-President; 
and Dr. Ralph W. Jenks, Secretary-Treasurer, all of Greenville. 

Jasper-Newton Counties Medical Society has elected Dr. Joe W. 
Dickerson, Jasper, President; Dr. Lee E. Hart, Newton, Vice- 
President; and Dr. W. S. Sanders, Jasper, Secretary-Treasurer. 

Kerr-Kendall-Gillespie-Bandera Counties Medical Society has 
elected Dr. D. E. Packard, President; Dr. E. L. Dyer, Vice- 
President; and Dr. Roger Stevenson, Secretary-Treasurer, all of 
Kerrville. 

Lamar County Medical Society has elected Dr. D. F. Kerbow, 
President; Dr. J. C. Strong, Vice-President; and Dr. Thomas E. 
Hunt, Jr., Secretary-Treasurer, all of Paris. 

Lavaca County Medical Society has elected Dr. Robert W. 
Williams, Shiner, President; Dr. Hugo J. Strieder, Moulton, Vice- 
President; and Dr. James W. Boyle, Jr., Shiner, Secretary- 
Treasurer. 

Liberty-Chambers Counties Medical Society has elected Dr. Don 
Schulz, Liberty, President; Dr. Thomas L. Fahring, Anahuac, 
Vice-President; and Dr. Ernest R. Richter, Dayton, Secretary. 

Medina-Uvalde-Maverick-Val Verde-Edwards-Real-Kinney-Terrell- 
Zavala Counties Medical Society has elected Dr. W. R. Mc- 
Williams, Del Rio, President; Dr. W. L. Hollister, Uvalde, Vice- 
President; and Dr. Buckey L. Burditt, Del Rio, Secretary. 

McLennan County Medical Society has elected Dr. H. H. 
Trippet, President; Dr. Clayton J. Traylor, Vice-President; and 
Dr. W. M. Avent, Secretary-Treasurer. 

Rusk County Medical Society has elected Dr. Lloyd Deason, 
Henderson, President; Dr. E. Heiligman, Overton, Vice-President; 
and Dr. A. Wolfe Henderson, Secretary. 

Smith County Medical Society has elected Dr. Jesse Goldfeder, 
President; Dr. James Vaughn, Vice-President; and Dr. William 
M. Bailey, Secretary-Treasurer, all of Tyler. 

Travis County Medical Society has elected Dr. Joe Thorne 
Gilbert, President; Dr. H. L. Klotz, Vice-President; and Dr. M. 
Allen Forbes, Jr., Secretary-Treasurer. 

Tarrant County Medical Society has installed Dr. X. R. Hyde, 
President; and has elected Dr. Bert Ball, President-Elect; Dr. 
Sim Hulsey, Vice-President; and Dr. W. P. Higgins, Jr., Secre- 
tary-Treasurer, all of Fort Worth. 

Victoria-Calhoun-Goliad Counties Medical Society has elected 
Dr. Edward Ehlert, President; Dr. Fred B. Shields, Vice-President; 
and Dr. Ern C. Mooney, Secretary-Treasurer, all of Victoria. 

Wharton-Jackson-Matagorda-Fort Bend Counties Medical Society 
has elected Dr. Vernon A. Black, Wharton, President; Dr. Homer 
Matthes, Bay City, Vice-President; and Dr. Harold M. Northing- 
ton, Wharton, Secretary-Treasurer. 

Anderson-Houston-Leon Counties Medical Society has elected Dr. 
C. E. Joyce, Palestine, President; Dr. C. B. Goolsby, Crockett, 
Vice-President; and Dr. R. H. Kay, Palestine, Secretary-Treasurer. 

Dallas-Hartley-Sherman-Moore Counties Medical Society has 
elected Dr. F. M. Middlebrook, President; Dr. Victor R. Moore, 
Vice-President; and Dr. A. W. Cowin, Secretary-Treasurer, all 
of Dalhart. 


Continued on page 74 
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CAMP 


ANATOMICAL SUPPORTS 


for 


PENDULOUS 
ABDOMEN 





VISCERA IN OBESE WOMAN PLATE LXXIII FROM CAMP 
ANATOMICAL STUDIES FOR PHYSICIANS AND SURGEONS 


The adjustment of the Camp Support lays a foundation about the 
major portion of the pelvic girdle. From this foundation, the upright 
sections of the support hold the load up and back and give 
excellent support to the lumbar and lower dorsal regions. 


The holding of the load furnishes not only relief to the spine 
but also lessens the drag of the viscera upon the diaphragm. 


Photographs—Obese patient with 3rd degree pendulous abdomen and arthritis of the 





spine before and after application of abdominal and breast supports. (Skeletons indrawn 





$. H. CAMP & COMPANY * Jackson, Michigan * World’s Largest Manufacturers of Scientific Supports 
Offices in CHICAGO * NEW YORK * WINDSOR, ONTARIO * LONDON, ENGLAND 
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Medical 
President; Dr. W. 


Hamilton County 
Hedges, 
of Hico. 

Johnson County Medical Society has elected Dr. J. W. Pickens, 
President; Dr. J. G. Little, First Vice-President; and Dr. O. T. 
Smyth, Jr., Secretary-Treasurer, all of Cleburne. 

Palo Pinto-Parker Counties Medical Society has elected Dr. 
Edward F. Yeager, Mineral Wells, President; Dr. J. E. Smith, 
Weatherford, Vice-President; and Dr. H. V. Allen, Mineral Wells, 
Secretary. 

Webb-Zapata-Jim Hogg Counties Medical Society has elected 
Dr. V. L. Puig, President; Dr. G. E. Penny, Vice-President; and 
Dr. M. Valls, Secretary-Treasurer. 

Texas State Urological Society met recently and 
elected Dr. Michael O’Heeron, Houston, President; and Dr. 
E. O. Bradfield, Temple, Secretary-Treasurer. The next meeting 
will be in Temple next winter. 

Postgraduate Medical Assembly of South Texas has installed 
Dr. M. B. Stokes, President; and elected Dr. J. Flynn, 
President-Elect; Dr. E. Trowbridge Wolf, Secretary; and Dr. Abbe 
A. Ledbetter, Treasurer. 

The Physicians Luncheon Club, organized in Fort Worth to 
help doctors get better acquainted, has elected Dr. J. H. Hook, 
President; Dr. Thom Lauderdale, Vice-President; and Dr. Stephen 
Wilson, Secretary-Treasurer. 

Dr. Mark E. Huff, formerly of Ranger, has been named 
Superintendent, Rusk State Hospital, succeeding Dr. J. S. Scar- 
borough. 

Dr. W. L. Barnard, Carrizo Springs, has retired after practicing 
in Dimmit County for thirty-nine years. 

Dr. John M. Stephens and Miss Maria Olivia Garces, both 
of Brownsville, were married recently. 

Dallas Southern Clinical Society has elected Dr. H. Walton 
Cochran, President; Dr. Frank A. Selecman, Vice-President; Dr. 
Lawrence B. Sheldon, Secretary; and Dr. Andrew B. Small, 
Treasurer. 

Texas Radiological Society has installed Dr. Leslie M. Garrett, 
Corpus Christi, President; and elected Dr. John J. Faust, 
Tyler, President-Elect; and Dr. Roscoe P. O’Bannon, Fort Worth, 
Secretary-Treasurer. The next annual meeting will be held in 
Fort Worth, January 7-8, 1949. 

The Sweeney Diabetic Foundation for Study and Treatment of 


Society has elected Dr. H. V. 
F. Hafer, Secretary-Treasurer, both 


in Dallas 
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Fresh Vegetables and 
fruits are extra deli- 
cious, even baby can 
taste the difference! 
The Foley Food Mill, 
strains cereals. ., 
purees vegetables, 
mashes fruits in jig time. 
No fuss . . . no tiresome 
pushing through sieve "etal 
with a spoon! $18 
Just a few turns of the 
handle separates fibres 
and hulls and strains any 
food fine enough for the 
smallest baby or for any 
adult smooth diet. Seld at 
Department and Hardy Stores. 
Professional Offer to Doctors 
1 only, $1.25 postpaid 


PROFESSIONAL 


FOLEY MFG. CO., 
3317-5 N.E. Sth St., Minneapolis 18, Minn. 

As per Professional Offer to Doctors only, | enclose 
$1.25 for | Household Size Foley Food Mill. 





OFFER 
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Diabetes has been opened at Gainesville with Dr. J. Shirley 
Sweeney, formerly of Dallas, as Medical Director. 


DEATHS 


_Dr. Thomas J. Crowe, Dallas, aged 86, died recently of heart 
isease. 

Dr. T. H. Fowler, Nobility, aged 73, died recently of chronic 
myocarditis. 


VIRGINIA 


Danville-Pittsylvania Academy of Medicine has elected Dr. 
Prentice Kinser, President; Dr. W. E. Overcash and Dr. G. V. 
Thompson, Vice-Presidents; and Dr. Clayton Brantly, Jr., Secre- 
tary-Treasurer. 

Medical Society of Northern Virginia has elected Dr. C. H. 
Iden, Berryville, President; Dr. Harold W. Miller, Woodstock, 
Vice-President; and Dr. F. D. Maphis, Jr., Strasburg, Secretary- 
Treasurer. 

Tazewell County Medical Society has elected Dr. H. A. Porter, 
Boissevain, President; Dr. Rufus Brittain, Tazewell, Vice-Presi- 
dent; and Dr. William R. Strader, Richlands, Secretary, reelected. 

Dr. Vincent W. Archer, Charlottesville, has been named 
Councilor for the Eighth District of the Medical Society of Vir- 
ginia, to succeed Dr. J. E. Knight, deceased. 

Dr. E. M. Holmes, Richmond, has been appointed as an addi- 
tional member of Venereal Disease Control Committee of the 
Medical Society of Virginia, and Dr. John H. Guss, Staunton, 
has been appointed a member of the Department of Clinical and 
Medical Education, succeeding Dr. Julian L. Rawls, deceased. 

Dr. Everett I. Evans, Richmond, has been named to the 
Advisory Board of the American National Red Cross. 

Medical College of Virginia, Richmond, has a new Department 
of Anesthesiology with Dr. Williams E. Pembleton as Director. 

Dr. Arthur J. Gavigan, recently with the Alton State Hospital 
in Illinois, has been appointed Clinical Director, Southwestern 
State Hospital, Marion. 

Dr. Stuart C. Runkle, formerly Chief of the Psychiatric De- 
partment with the rank of Commander at the U. S. Naval 
Hospital at Honolulu, is Clinical Director, Western State Hospital, 
Staunton. 

Dr. H. B. Mulholland, Charlottesville, has been appointed a 
member of the Council of the American Diabetes Association. 

Dr. Joseph Lee Mann, after being located with a clinic group 
in Minot, North Dakota, has reopened his office in Hampton. 

Dr. Thomas E. Painter, Associate Physician at Saint Albans 
Sanatorium, Radford, has completed a special course in psychiatry 
and neurology at George Washington University School of 
Medicine, Washington. 

Mental Hygiene Society of Virginia has elected Rev. Abner 
Robertson, Richmond, President; Dr. Rex Blankinship, Rich- 
mond, Vice-President; Dr. R. W. Garnett, Danville, Secretary; 
and Miss Elizabeth Welbon, Richmond, Treasurer. 

Dr. Fred J. Wampler, Luray, has been appointed Chief of 
Field Party for the Institute of Inter-American Affgirs. The In- 
stitute is a corporation under the State Department to work with 
Latin American republics in health and medical fields. Dr. 
Wampler’s address is care American Embassy, Lima, Peru. 

Dr. William Branch Porter, Richmond, will leave in June. for 
Europe on a mission for the Army. He will inspect the hospitals 
in Germany and also lecture. 


Continued on page 76 
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FOR SALE: Practically new, Picker, 200 K. V. deep therapy 
unit, complete; sixteen months old, sacrificing at bargain price. 
Write GLB, care Southern Medical Journal. 





WANTED: Physician for full-time service by large Eastern 
Railway System. Not over 50. Starting salary $5,280.00 and 
rapid promotion. Give full data as to training, when available, etc. 
Write NF, care Southern Medical Journal. 





FOR SALE: Six-room cottage. Furnace heat, garage, choice loca- 
tion. Fast growing cotton mill town of 4,500. Medical center. No 
dentist. Lot 87 ft. front by 482 ft. back. Can be used as a 


private home and office. Will sell furnished or unfurnished. Elec- 
tric kitchen. Write MHJ, care Southern Medical Journal. 
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What youd look for 
In an Internist a 


a 





















Undoubtedly, your first requisite would 
be well rounded training and experience 
at governed by an alert, scientific mind and 
a sound judgment. 

Our internist meets this requirement and more. He’s in his middle 


thirties, a Board man with teaching as well as good clinical experience 
to his credit. 


You would want him as an associate in your private practice, or in 
your group. If possible, he would like to continue part-time teaching. 


Wire or write us if interested. All negotiations confidential. 


This man of whom we write is one of our great group of 
well trained internists qualified to meet your requirements. 


BURNEICE LARSON, Director 


THE MEDICAL BUREAU 
V Palmolive Bldg., at 919 N. Michigan Ave. 


CHICAGO ---ILLINOIS 













PIONEERS in Research... and Leadership 
thru the years in combating OTITIS MEDIA 


DOHO in realizing the need for a potent, topical, 
well tolerated ear medication, yet mindful that no 
one formula could be suitable for all conditions. . . 
devoted every facility and scientific resource to the 
development and perfection of AURALGAN and 
OTOSMOSAN. Each has its sphere of usefulness... 
each has been tested and clinically proven in many { 
thousands of cases. Reprints and substantiating data 
sent on request. 


Auralgan 0-T0S-M0-SAN 


iW ACUTE 1M CHROMIC SUPPURATIVE 
OTITIS MEDIA OTITIS MEDIA, FURUNCULOSIS 
AND AURAL DERMATITIS 


Literature and samples on request 


THE DOHO CHEMICAL CORPORATION ¢ New York 13, N.Y. 
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Dr. Harvey J. Tompkins, Arlington, has been appointed head 
of the neuropsychiatric service in the Department of Medicine 
and Surgery, Veterans Administration, to succeed Dr. Daniel Blain, 
who resigned to become Medical Director, American Psychiatric 
Association. 


DEATHS 


Dr. Joseph Long Alexander, Staunton, aged 70, died recently 
of myocarditis. 

Dr. William Haller Cassell, Wytheville, aged 68, died recently 
of carcinoma. 

Dr. Benjamin L. Carter, Covington, aged 82, died recently of 
coronary thrombosis. 

Dr. Littleton Davis, Roanoke, aged 66, died recently of coronary 
thrombosis. 

Dr. Elizabeth Mowat Johnson, Staunton, aged 39, died recently. 

Dr. Thomas —— Williamson, Norfolk, aged 63, died re- 
cently of heart dise: 

Dr. Elizabeth F. Collins Whitehead, Ingleside, aged 73, died 
recently. 

Dr. Harvie DeJarnette Coghill, Richmond, aged 63, died 
February 6. 

Dr. Perry Watson Miles, Danville, aged 65, died February 21. 

Dr. Robert Sterling Montgomery, South Hill, aged 37, died 
February 10. 

Dr. Robert Edgar Mitchell, Richmond, aged 63, died February 


20. 
Dr. Alfred B. Claytor, Bedford, aged 79, died recently of 
pneumonia. 
Dr. Joseph Henry Mitchell, Dillwyn, aged 84, died February 11. 
Dr. Leland E. Cofer, Richmond, aged 78, died February 17. 
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WEST VIRGINIA 


West Virginia Cancer Society has reelected Dr. Chauncey B. 
Wright, Huntington, Chairman, Board of Directors; Dr. Thomas 
Bess, Vice-Chairman; and Mr. Charles Lively, Secretary. New 
directors elected include Dr. Hugh Bailey, Charleston; Dr. E. J. 
Van Liere, Morgantown; Dr. John B. Reynolds, Wheeling; Dr. 
Garland Dunn, Martinsburg; and Dr. Philip Gibson, Huntington. 

Dr. John L. Feldman, formerly of Longacre, after completion 
of hospital training in New York City, has located at Quincy, 
Illinois, as a member of the staff of the Quincy Clinic. 

Dr. David A. Watkins, Buckhannon, who has been on the staff 
at Veterans Administration Regional Office in Huntington, will 
continue on the medical staff at Clarksburg where he is located. 

Dr. David W. Palmer, formerly of Wheeling, after serving a 
residency in urology at St. Vincent’s Hospital, Erie, Pennsylvania, 
for the past two years, has moved to Columbus, Ohio. 

Dr. Thomas L. Grove, Huntington, has moved to Williamson 
with offices at the Williamson Memorial Hospital, specialty 
limited to radiology. 

Dr. Wendell E. James, formerly of Elkins, is a member of 
the staff at Laconia Hospital, Laconia, New Hampshire. 

Dr. Seymour W. Meyer, formerly of Elkins, is located at 
Brooklyn, New York. He is Associate Attending Surgeon, St. 
John’s Hospital, and Assistant Attending Surgeon, Beth-El and 
Cumberland Hospitals, and also Director of intern-resident educa- 
tion at these two hospitals. 

Dr. Richard N. O’Dell, formerly of Bell, after completing his 
work as Instructor in the Department of Medicine, Syracuse 
University College of Medicine, Syracuse, New York about July 1, 
will locate in Charleston for the practice of internal medicine. 

Dr. E. L. King, Beckley, has accepted a residency in thoracic 
surgery at Olive View Sanitarium, Olive View, California, after 
which he will resume practice in West Virginia. 

Dr. George E. Gwinn, Beckley, is Senior Medical Officer in 
charge of the Veterans Administration offices in Clarksburg, suc- 
ceeding Dr. Charles G. Willis, retired. 

Dr. Thomas B. Baer, Huntington, has been elected Secretary, 
Cabell County Medical Society succeeding Dr. Thomas L. Grove, 
who has moved to Williamson. 

West Virginia University, Morgantown, has received a grant 
of $5,000 from funds of the National Cancer Institute of the 
U. S. Public Health Service, for cancer teaching in the School 
of “_— 

Charles L. Goodhand, Parkersburg, has been certified as a 
mA... of the American Board of Obstetrics and Gynecology. 

Dr. R. E. Pence, South Charleston, has been named President 
and Chief of Staff, Thomas Memorial Hospital in that city to 
succeed the late Dr. J. Ross Hunter. Dr. Harry E. Baldock, 
Charleston, succeeds Dr. Pence as Vice-President of the hospital 
staff, and Dr. F. C. Reel, Charleston, has been elected Secretary. 


DEATHS 


Dr. Leonidas William Cobun, Morgantown, aged 78, died Febru- 
ary 20 of cerebral hemorrhage. 
Dr. Ira Clay Hicks, Huntington, aged 79, died March 22 of 
— injuries sustained in a fall at his home early in March. 
r. Lonzo O. Rose, Parkersburg, aged 70, died February 23. 
Dr. Charles Whitali Root, Ravenswood, aged 79, died February 
25 


Dr. William B. Scherr, Morgantown, aged 54, died March 21. 
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H. E. DUBIN LABORATORIES, Inc., 250 East 43rd St., New York 17,N.Y. 
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... sets the pace for 
beauty and utility in mod- 


ern treatment room furniture 


A modern treatment room in attrac- 
tive Steeline can now be yours at 
relatively low cost. After restricted 
production schedules during the war, 
Steeline is once again in full produc- 
tion and is offered in a choice of 
colors. Steeline was designed to mod- 
ernize the appearance of physicians’ 
offices and increase the functional utility of every room units. For complete construction details, informa- 
unit. Although the beauty and attractiveness of tion on colors available, prices and terms, just mail a 
Steeline strikes a predominantly modern note, its card or letter to the address below. 
styling is in such perfect taste that it will never be- 
come outmoded. Steeline is constructed of auto- 


body type steel and finished to last for years. Illus- A. S. ALOE COMPANY 


trated here is a typical group of Steeline treatment General Offices: 1831 Olive Street, St. Lovis 3, Mo. 
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Announcing 
the NEW AO 1217 PROJECT-O-CHART 


SIMPLIFIED 
STREAMLINED 
ACCURATE 


Outstanding new features include: 


NEW OPTICAL SYSTEM projects test characters with amaz- 
ing fidelity and clarity. 


NEW LAMP HOUSING opens instantly, reducing lamp change 
time to a matter of seconds. 


NEW HEAT AND LIGHT BAFFLE ingeniously provides a 


No. 1217A natural ventilation keeping the instrument cool at all times. 
Table 
Model 
AO’s newProject-O-Chart is the most tiful, black, Wrinkle finish harmonizes 
precise, effective, and modern instru- perfectly with other American Optical 
ment ever engineered by AO for sub- instruments in your refracting room. 


jective testing of visual acuity. Its beau- 


Available in all models. See your nearest AO Representative. 





American & Optical 


Gourauy 
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HOW much sun does 
the infant really get? 


Not very much: (1) When the baby is bun- 
died to protect against weather or (2) when 
shaded to protect against glare or (3) when 
the sun does not shine for days at a time. 
Mead’s Oleum Percomorphum is a pro- 
phylactic against rickets available 365} 
days in the year, in measurable potency and 
in controllable dosage. Use the sun, too. 


Mead Johnson & Co., Evansville, Ind., U.S.A. 


This baby’s mother learned 
about Mead’s Oleum Percomor- 
phum from her physician, not from 
public advertising or displays. 


*Servamus Fidem” 
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absorbable hemostatic 


OXYCEL — Parke-Davis’ oxidized cellulose, available in pads, 
pledgets and strips—controls bleeding which may continue 
after all discernible bleeding points have been ligated. 
OXYCEL is applied as surgical packing both in cavities and 
in tissues. Left in place after applications of gentle pressure, 
it is promptly and effectively hemostatic. Since it does not 
have to be removed, further injury of tissue and fresh bleed- 
ing are prevented. Absorption is complete without irritation 
and without delay in soft tissue wound healing. Because 
OXYCEL quickly stops troublesome oozing and bleeding not 
controllable by suture, its use in operating room and office 





facilitates both major and minor surgical procedures, appre- 
ciably shortening their duration. 





PACKAGE INFORMATION: 











Supplied in individual glass containers in the 
following convenient forms: 


OXYCEL Paps (Gauze-type ) 
Sterile 3 in. x 3 in. eight-ply pads 





OXYCEL PLEDGETs (Cotton-type ) 
Sterile 2% in. x 1 in. portions 





OXYCEL sTRIPS (Gauze-type ) 
Four-ply strips 18 in. x 2 in., 
pleated in accordion fashion 


CAs 
a Dy 
* 


Per? 























PARKE, DAVIS & COMPANY * DETROIT 32, MICHIGAN 
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